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GASTRIC RESECTION FOR UPPER GASTROINTESTINAL HEMORRHAGE 
OF UNDETERMINED CAUSE 


Donald R. Cooper, M.D. 
and 


L. Kraeer Ferguson, M.D., Philadelphia 


Most surgeons experienced in gastrointestinal lesions be considered only after the diagnosis of ulcer has been 
have at some time been distressed to find no abnormality established beyond a reasonable doubt and that if there 
on emergency exploration of the abdomen designed to is a real doubt as to whether bleeding originates from an 
stop an exsanguinating upper gastrointestinal hemor- ulcer, and no other cause of bleeding is apparent, surgery 
thage. After resorting to gastrotomy or duodenotomy or is contraindicated. 
both without uncovering the source of bleeding, the Such an insistence on a preoperative diagnosis will 
surgeon is confronted by a difficult problem, with no withhold from a certain number of patients a life-saving 
unanimity of present-day surgical opinion for guidance. surgical procedure. Although a preoperative diagnosis is 
With more and more emphasis being placed in recent most comforting to the surgeon, it would seem in many 
years on the surgical control of massive upper gastro- instances that the more imperative the need for surgical 
intestinal hemorrhage, both surgeons and gastroenter- intervention, the more difficult it is to carry out compli- 
ologists agree with Finsterer * that surgical treatment, to cated or time-consuming diagnostic procedures. As a 
be effective in these patients, must be undertaken within matter of fact, even with a diagnosis of ulcer, there is no 
the first 24 to 48 hours after onset of hemorrhage. assurance that the ulcer is the source of the bleeding. 
Although there is no uniformity of opinion on the indi- Two of our patients with previous ulcer diagnoses were 
cations for emergency surgical treatment in such an found to be bleeding from superficial gastric erosions 
instance, there can be no doubt that properly timed sur- rather than from the ulcer site. We believe that the mak- 
gical intervention will salvage some patients who would ing of a diagnosis is of less importance than the recog- 
otherwise bleed to death. To save these patients by early nition that the patient has exsanguinating bleeding that 
operation, it must be admitted, will result in some pa- must be controlled if the patient is to live. Surely, vomit- 
tients’ being operated on who might have recovered ing of blood locates the source of bleeding in the upper 
without surgical intervention. The operative risk is not duodenum or stomach, except for the rare case of bleed- 
great, on the other hand, under good conditions and in ing from esophageal varices. 
good hands, and recent statistics? show that many ‘ One solution to this problem was proposed in 1945 
patients who recover on conservative management alone by Wangensteen,* who advocated subtotal gastric resec- 
are eventual candidates for operation anyway. tion for patients with massive upper gastrointestinal 

Hesitation in utilizing early surgical intervention is hemorrhage of unknown etiology. He focused attention 
frequently based on the fact that no clear-cut clinical on the superficial gastric erosion as a source of severe 
diagnosis has been made and that the surgeon’s chance of hemorrhage and demonstrated the inability of the surgeon 
being able to locate and ligate the bleeding vessel is con- to identify frequently such a lesion, either by palpation 
sequently impaired. Holman * has stated that immediate or by direct inspection of the gastric mucosa. Although 
surgery during the period of active hemorrhage should some surgeons ° have adopted this principle of so-called 





Read before the Section on Surgery, General and Abdominal, at the 10ist Annual Session ef the American Medical Association, Chicago, June 12, 1952. 
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blind gastric resection, many are reticent to inflict an 
operation of such magnitude on a critically ill patient 
without positive assurance that the hemorrhagic lesion 
will be removed. 

It is the purpose of this communication to report our 
experience with blind subtotal gastric resection in the 
treatment of patients with actively hemorrhaging upper 
gastrointestinal lesions. Because we have followed rather 
strict indications for surgical intervention during such an 
acute bleeding episode, in the belief that the surgeon’s 
duty is to salvage patients who would otherwise bleed to 
death, our series of such emergency procedures is not 
large. Thus, in over 250 subtotal gastric resections per- 
formed for peptic ulcer in the past three and a half years, 
only 18 have been carried out for the purpose of control- 
ling an acute hemorrhage. In six of these cases, no visible 
or palpable evidence of a bleeding lesion could be found 
by the exploring surgeon. It is these six cases that form 





Fig. 1.—Close-up view of the gastric mucosa in specimen taken from 
the patient in case 1, showing two superficial gastric erosions; these 
lesions were located high on the lesser curvature. 


the basis for the present report. In each instance, the. 


hemorrhagic lesion proved to be a shallow erosion or 
acute ulceration of the gastric mucosa, easily accessible 
to surgical resection. 


REPORT OF CASES 


CasE 1.—M. B., a 37-year-old white housewife, was apparently 
well until one month prior to admission, at which time fairly 
severe epigastric pain and hematemesis developed. During the 
succeeding month she was hospitalized elsewhere. Her treatment 
consisted of a milk and cream diet and 14 blood transfusions. 
During this hospitalization she experienced four additional 
episodes of epigastric pain relieved by vomiting of large quan- 
tities of blood and the passage of multiple tarry stools. There was 
no typical history of peptic ulcer disease, although she had noted 
some vague abdominal discomforts over the past several years 
that seemed to be related to emotional upsets. Roentgenograms 
during her recent hospitalization were said to have revealed no 
evidence of ulcer disease. Because of repeated hemorrhages, she 
was transferred to our care. 

Examination on admission revealed a desperately ill patient 
with the appearance of being “bled out.” Her skin was colorless. 
The blood pressure was 90/60 mm. Hg and the pulse rate was 


88 beats per minute. During the initial examination, th: Datient 
became apprehensive, vomited 750 cc. of bright red an clotted 
blood, and went into shock. Abdominal examination vealed 
nothing. Blood studies showed an erythrocyte count of 2. 0,000 
per cubic millimeter, with a hemoglobin level of 7.5 om. Per 
100 cc., and a hematocrit of 15%. Blood chemistry studies were 
normal. Operation was withheld for 12 hours in an att Mpt to 
better prepare the patient. During this time 2,000 cc. o blood 
was administered, and the patient’s clinical improvement was 
mirrored in her red blood cell count of 3,600,000 and hemoglobin 
level of 11 gm. per 100 cc. 

At operation, a healed duodenal ulcer was found, which ob. 
viously was not the source of the hemorrhage. The remainder 
of the abdominal examination revealed nothing except for 
evidence of blood in the entire large and small bowel. A high 
subtotal gastric resection was carried out, despite the negative 
findings, about four-fifths of the stomach being removed. The 
specimen revealed two small gastric erosions, in one of which 
was an open vessel and a clot (fig. 1 and 2). Microscopic 
examination subsequently demonstrated this vessel to be a small 
submucosal artery. The patient’s postoperative course was un- 
eventful, and she was discharged from the hospital on the ninth 
postoperative day without further evidence of hemorrhage. 


Comment.—Bohn,** quoting Avery Jones’ statistics, 
states that bleeding acute ulcer or superficial erosion 
carries a low mortality and usually responds to conserva- 
tive management. If bleeding from such a lesion is re- 
current, however, it can be severe, resulting in a 7% 
mortality in Jones’ series. Although we believe this type 
of erosion can and does cause fatal hemorrhage with the 
first episode of bleeding, this patient illustrates well the 
desperate situation that may occur if repeated hemor- 
rhages are allowed to go unchecked. That an acute 
erosion may be responsible for the hemorrhage even 
when there is evidence of chronic ulcer disease is also 
well demonstrated. The efficacy of continued non- 
surgical treatment because of inability to establish a 
clinical or roentgenographic diagnosis for this patient 
appears clear. It would seem that resection of the bleeding 
point was a lifesaving measure in this instance. 


CasE 2.—A. C., a 40-year-old white woman, was in apparent 
good health until three weeks before admission, when she 
experienced a two day bout of nausea and vomiting, without 
pain or other symptoms. Five days before admission a similar 
episode lasted for 24 hours. On the night prior to admission, 
vague generalized abdominal distress developed, followed the 
next morning by hematemesis and syncope. There were no other 
gastrointestinal symptoms. On admission, the patient was found 
to be acutely ill and actively vomiting blood. The blood pressure 
was 102/76 mm. Hg, and the pulse rate was 96 beats per minute. 
The skin was pale but not cold or clammy. The patient did have 
mild diffuse epigastric tenderness and tarry material in the 
rectum. Pertinent laboratory studies included an erythrocyte 
count of 2,290,000 per cubic millimeter and a hemoglobin level 
of 6.3 gm. per 100 cc. Bleeding, coagulation, and prothrombin 
times were normal, as were results of liver function tests. The 
blood urea nitrogen level was 23 mg. per 100 cc. 

During the first three hospital days, the patient experienced 
repeated hematemesis and was treated with 3,000 cc. of blood 
by transfusion and an ulcer regimen. At the end of this time, 
the hemoglobin level had fallen to 5.6 gm. per 100 cc. Surgical 
consultation at this time resulted in immediate operation. At 
operation no lesion was evident in the stomach or duodenum. 
Gastrotomy was employed, and after a 10 minute search, 4 
superficial grayish ulceration, about the size of a dime, was 
visualized high on the lesser curvature. Subtotal gastrectomy was 
carried out, about 80% of the stomach being removed. Patho- 
logical examination of the specimen confirmed the presence of 
a shallow ulceration 8 mm. in diameter, in the base of which 
was a partially thrombosed open artery. The patient’s subsequent 
postoperative course was satisfactory, with no evidence of further 
hemorrhage. 
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Comnent.—It would undoubtedly have been better 
to have operated on this patient 24 to 48 hours earlier. 
The dii:culties involved in locating these tiny ulcerations 
by gastcotomy are well demonstrated in the surgeon’s 
operative note for this patient. At present, we would 
dispense with the gastrotomy and proceed with a subtotal 
gastric resection if the results of exploration were other- 
wise negative. The advisability of performing a high 
resection with an open type anastomosis to permit in- 
spection of the residual gastric pouch is emphasized by 
the high-lying lesions encountered in this and other 
patients. If such care is not taken, a fatal hemorrhage 
from an unresected erosion in the remaining gastric 
pouch is a real hazard. 


Case 3.—A. B., a 65-year-old white man, had been treated 
for peptic ulcer disease for 15 years prior to admission. Three 
years previously he had had a diagnosis of both duodenal and 
gastric ulcer confirmed by roentgenographic examination. Al- 
though the gastric ulcer was said to have healed in two weeks, 
the patient followed a milk and cereal diet for many years. The 
evening before hospital admission the patient experienced re- 
peated hematemesis and estimated that he had vomited 12 qt. 
(11.4 liters) of blood in the ensuing 12 hours. On admission, this 
patient was in severe shock, with pale, cold, and clammy skin. 
The blood pressure was 40/0 mm. Hg, and the pulse rate was 
148 beats per minute. He was apprehensive and appeared some- 
what wasted, as if he had been ill for some time. His erythrocyte 
count was 3,600,000, with a hemoglobin level of 10.5 gm. per 
100 cc. Following control of the severe shock with administration 
of 1,000 cc. of whole blood, an emergency operation was per- 
formed. During the procedure, an additional 2 liters of blood 
were administered. At operation careful exploration failed to 
reveal the source of the blood, which filled the entire bowel. After 
high subtotal gastric resection, the surgical specimen revealed 
two superficial but sharply demarcated ulcers on the lesser curva- 
ture (fig. 3). Both were 1.2 cm. in diameter and lay 5 to 7 cm. 
above the pylorus. The source of hemorrhage was readily 
visualized. After an uneventful postoperative course, the patient 
was discharged without further evidence of bleeding. 


Comment.—The patient’s long ulcer history proved 
to be a “red herring” in this instance. Without such a 
clear-cut history to substantiate the diagnosis of peptic 
ulcer disease, some doubt the wisdom of operative ther- 
apy; yet this patient’s chronic ulcer had no influence on 
the course of the exsanguinating hemorrhage. Although 
these acute ulcerations were large enough to be visualized 
by means of gastrotomy, the added procedure hardly 
seems indicated when the physician plans to carry out a 
subtotal resection regardless of whether a lesion is noted. 


Case 4.—C. T., a 27-year-old white man, had been treated 
for pituitary gigantism for five years prior to his last hospital 
admission. During this time he had received a course of roentgen 
therapy after exhaustive endocrinological and roentgenographic 
examination had substantiated the diagnosis. His first gastro- 
intestinal symptoms occurred seven days prior to admission, 
when he developed vague epigastric pains. Twelve hours before 
admission he noted tarry stools followed by a sharp epigastric 
pain and profuse hematemesis. He experienced sweating, weak- 
ness, and pounding in the head prior to hospitalization. On 
admission to the hospital, he had a blood pressure of 160/60 
mm. Hg, a pulse rate of 110 beats per minute, and a respiratory 
rate of 34. The patient was 7 ft. 11 in. (241.3 cm.) tall and 
manifested the typical changes of pituitary gigantism and hypo- 
gonadism. He was extremely pale and weak and perspired pro- 
fusely. There was epigastric tenderness, and the liver extended 
three fingerbreadths below the right costal margin. A tarry stool 
Was noted in the rectum. Essential laboratory studies revealed 
an erythrocyte count of 1,200,000 per cubic millimeter, with 3.2 
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gm. of hemoglobin per 100 cc.; the bleeding, clotting, and 
prothrombin times were normal, but the platelet count was 
diminished to 21,000. 

For seven days after admission this patient continued to have 
hematemesis, tarry stools, and frequent episodes of shock, despite 
treatment consisting of a strict ulcer regimen and administration 
of 9,500 cc. of blood. After this period of conservative care, 
during which the hemoglobin level varied between 4.8 and 6.8 
gm. per 100 cc., an emergency laparotomy was performed. At 
operation, blood was found in the stomach and throughout the 
entire large and small bowel. Although no lesion could be 
identified in either stomach or duodenum, there were a number 
of enlarged lymph nodes in the gastrohepatic ligament. Seven- 
eighths of the stomach was resected, together with the spleen 
(because of the marked thrombocytopenia, out of proportion to 
the blood loss). The resected specimen revealed on the posterior 
wall near the lesser curvature a 2.3 cm. by 1.3 cm. ulcer (fig. 4). 
This was a superficial lesion with no evidence of induration. In 
its base was the open end of a moderate-sized artery, apparently 
a branch of the left gastric artery. 

This patient lived only two days postoperatively, during which 
severe aspiration pneumonitis and atelectasis developed. He died 
of what appeared to be respiratory failure. At autopsy the death 













































Fig. 2.—The same specimen as shown in figure 1; a scissors has been 
inserted into the open vessel, and the vessel wall has been incised. 






was ascribed to bilateral bronchopneumonia; other interesting 
conditions observed were a malignant eosinophilic adenoma of 
the pituitary and lipid depletion of the adrenal cortex. 





Comment.—Death in this instance can no doubt be 
attributed to the long delay in employing surgical treat- 
ment. The opportunity for safe removal of this readily 
accessible lesion was lost several days before surgical 
therapy was instituted. The opinions of both surgeon and 
gastroenterologist were influenced toward delay because 
of the patient’s age (27), his associated endocrine dis- 
order, and the low platelet count. If all conventional 
indications for surgical management had been discarded 
for this patient except rate of hemorrhage, operation 
would have been carried out much earlier and perhaps 
with more success. A possible etiological relationship 
between this patient’s pituitary tumor and his acute gas- 
tric ulceration is an interesting matter for speculation but 
bears scant weight in regard to the cause of death. 
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Case 5,—I. L., a 52-year-old Negro man, was admitted for his 
fourth hospitalization. He was first hospitalized in 1947 for 
surgical repair of a perforated duodenal ulcer, and he returned 
in 1949 with upper gastrointestinal hemorrhage that responded 
to conservative management. Interim surgical treatment was 
considered at this time but thought inadvisable because of the 
patient’s severe hypertensive cardiovascular disease. His third 
admission was for treatment of congestive heart failure, associ- 
ated with renal insufficiency, uremia, and acidosis. The last 
hospitalization followed a six day history of hematemesis and 
passing of tarry stools. He had been unable to take anything by 
mouth for six days. Examination revealed a pale, weak, appre- 
hensive patient with a blood pressure of 200/120 mm. Hg, a 
pulse rate of 105 beats per minute, and grade 4 hypertensive 
retinopathy. The breath was uremic and the heart enlarged, but 
no signs of congestive failure were noted. The liver was enlarged, 
and there was some epigastric tenderness. The erythrocyte count 
was 2,900,000 per cubic millimeter, the hemoglobin level was 
6 gm. per 100 cc., and the hematocrit was 19%. There was mild 
acidosis associated with a b!ood urea nitrogen level of 70 mg. 
per 100 cc. The sulfobromophthalein (bromsulfalein®) sodium 
retention was 2% in one hour. 





Fig. 3.—Surgical specimen from the patient in case 3, showing two 
flat, superficial ulcerations on the lesser curvature of the stomach. The 
lack of induration about the lesions made them impalpable at exploration. 


During the first 60 hospital hours this patient was treated with 
a strict ulcer regimen, digitalis, and 3,500 cc. of whole blood. 
At the end of this time, the hemoglobin level had risen to only 
7 gm. per 100 cc. Operation was advised as a desperate measure 
despite the obvious risk, as this seemed the patient’s only chance 
to avert death from hemorrhage. At operation, the stomach, 
duodenum, and entire small gut were normal except for the old 
scarred duodenal ulcer, which was not the site of hemorrhage. 
A subtotal gastrectomy was carried out, nevertheless, three- 
fourths of the stomach being removed. The resected specimen 
revealed grossly a small ulcer in the pyloric canal, but patho- 
logical section and microscopic examination did not reveal the 
actual bleeding vessel. Although this patient experienced no 
gastrointestinal bleeding postoperatively, renal insufficiency 
developed and he died on the 10th postoperative day, after 
several episodes of acute pulmonary edema, in profound uremia 
and acidosis. He had a characteristic uremic frost during the last 
five days of life. Autopsy confirmed the cause of death as malig- 
nant nephrosclerosis. The gastrointestinal tract was not remark- 
able except for the evidence of recent gastric resection. 





6. Wangensteen.* Crohn and others.** 


J.A.M.A., March 1,4, 1953 


Comment.—This would seem to be another e; ample 
of a long history of complicated duodenal ulcer disease 
proved by both roentgenographic examination and oper. 
ation, in a patient who was bleeding to death from 
another lesion. The decision to operate on a patient who 
was a poor risk could be questioned. It was made because 
the situation appeared absolutely hopeless, unless the 
hemorrhage could be controlled. We feel this patient dieq 
despite his operation rather than because of it. 

Case 6.—E. S., a 74-year-old Negro woman stated that 3% 
hours before admission she awakened at 2 a. m. perspiring freely 
and feeling very weak and restless. Hematemesis and tarry stoo|s 
followed and continued until admission. Her admission blood 
pressure was 104/60 mm. Hg, and her pulse was 116 beats per 
minute. Although pale and weak, she was not in shock. There 
was evidence of compensated arteriosclerotic heart disease. The 
abdomen was normal on examination, but tarry feces were found 
in the rectum. The significant laboratory studies included a Jow 
erythrocyte count and a hemoglobin level of 6 gm. per 100 cc. 
The blood urea nitrogen level was 50 mg. per 100 cc. The 
patient continued to have hematemesis, bloody and tarry stools, 
and episodes of shock during her first 48 hours in the hospital, 
despite administration of 3,750 cc. of blood. She was operated 
on on the second hospital day, her hemoglobin concentration 
at that time being 8 gm. per 100 cc. At operation, the intestines 
were observed to be filled with blood from the duodenum to the 
rectum. No lesion that would account for the hemorrhage was 
noted during a thorough exploration. Gastrotomy was done, but 
no blood was found in the stomach, and no bleeding lesion could 
be identified. The operation was terminated at this point, with 
no definitive procedure having been carried out. On the first 
postoperative day there was an exacerbation of the gastrointes- 
tinal hemorrhage, and after 3,500 cc. of blood had been ad- 
ministered the patient died in shock, about 60 hours after 
operation. Postmortem examination revealed a superficial gastric 
erosion high on the lesser curvature of the stomach. Although 
the bleeding vessel was not visualized microscopically, this was 
the only break in the mucosa of the gastrointestinal tract and 
appeared to one of us (L. K. F.) to be a typical and resectable 
superficial gastric erosion. 


Comment.—We feel that this patient could have been 
saved if a high subtotal gastric resection had been car- 
ried out at operation. The so-called blind gastric resection 
should obviate this type of postoperative death. The fact 
that this patient was vomiting blood should have localized 
the bleeding site to the stomach and upper duodenum, 
despite the fact that the stomach contained no blood at 
the time of the operation. The absence of blood in the 
stomach and the failure to find a bleeding lesion by gas- 
trotomy influenced the surgeon against a blind resection, 
which may have saved this patient’s life. As a matter of 
fact, the surgeon should not expect to find blood at the 
bleeding site unless active hemorrhage is taking place at 
the time of operation. In many cases, the bleeding may 
temporarily stop and the stomach be emptied of its blood 
by vomiting and peristalsis. With a history of hemate- 
mesis, a stomach free of blood should not influence the 
surgeon against performing gastric resection. 


COMMENT 

Many authors have reported successful experiences 
with blind gastric resection in the treatment of massive 
upper gastrointestinal bleeding. Most reports have dealt 
with a limited group of patients, such as our own, and 
few, if any, have enumerated the evidence of successful 
control of hemorrhage in relation to the total number of 
such blind resections. Some * have favored blind gastric 
resection in patients who have had repeated hemorrhages 
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but who are operated on during a quiescent interval. We 
have hau little experience with this type of patient and are 
concerned at this time only with patients operated on for 
the purpose of attacking an active bleeding point. 

Even in the small series described it would seem sig- 
nificant that in all five patients on whom blind resection 
was done the source of hemorrhage was successfully re- 
moved. In the one patient in whom only an unfruitful ex- 
ploration, including gastrotomy, was done, fatal hemor- 
rhage ensued from a resectable lesion. It would appear 
certain that continuation of such a policy eventually will 
result in a small number of cases in which the bleeding 
lesion will not be included in the resected portion of the 
stomach. On the basis of these encouraging results, how- 
ever, we are inclined to feel that such a procedure will 
be sucessful in controlling the bleeding in almost all cases, 
if a gastrectomy is performed without clamps so that the 
duodenal stump and remaining gastric pouch can be 
carefully inspected. Since these small bleeding erosions 
may frequently be found near the gastric cardia, as in 
case 2, we feel that this added precaution is mandatory 
to insure removal of the bleeding lesion. 

The superficial lesions observed in these patients may 
be tiny and difficult to find, even in the pathological 
specimen, or they may be up to 2 cm. in diameter, as in 
the patient in case 4. The large erosive lesion is often not 
identified by palpation of the stomach but may be de- 
tected by means of gastrotomy. The tiny erosions, how- 
ever, are easily missed, even by careful gastrotomy (case 
6). Since we feel that subtotal gastric resection should be 
employed, even if gastrotomy reveals nothing, this ex- 
amination now is omitted. 

It seems clear that a superficial gastric erosion may be 
the source of fatal hemorrhage. The difficulties of mak- 
ing an accurate preoperative diagnosis are well demon- 
strated by the cases described. Two patients (in cases 2 
and 5) had previous proof of peptic ulcer disease and one 
(in case 1) was found to have a healed duodenal ulcer 
at operation. In none of these would roentgenographic 
study have demonstrated the cause of the exsanguinating 
hemorrhage. For these reasons we are unable to agree 
with those * who feel that surgical treatment in patients 
with massive upper gastrointestinal bleeding is contingent 
ona reasonably accurate preoperative diagnosis of peptic 
ulcer disease or some other lesion obviously requiring 
surgical treatment. Although accurate preoperative diag- 
nosis is always a sound surgical principle, a firm ad- 
herence to such a principle in a patient with continuing 
massive bleeding would seem to deprive certain patients 
of a lifesaving operation. 

Each of the patients reported on gave evidence of 
hematemesis before operation. It is recognized that seri- 
ous upper gastrointestinal bleeding requiring emergency 
surgical treatment may occur without evidence of hema- 
temesis. Hemorrhage into the gastric lumen, however, at 
arate rapid enough to require emergency operation will 
usually result in the vomiting of blood. For this reason 
we would hesitate to proceed with a blind gastric resec- 
tion without evidence of this important symptom, even 
though it probably should not be an absolute prereq- 
uisite, 

It is not the purpose of this report to discuss the indi- 
cations for surgical treatment of gastrointestinal hemor- 
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rhage. In light of the above discussion, however, it ap- 


pears apropos to outline the principles by which we 
would select such patients for operation and on whom we 
would perform a blind gastric resection if unable to 
identify the source of hemorrhage in the stomach or 
duodenum: 

1. The patient must have massive upper gastrointes- 
tinal hemorrhage. The term massive implies a rapid rate 
of blood loss. When the rate of blood loss is sufficiently 
rapid to produce the clinical picture of shock or to neces- 
sitate administration of 1,500 cc. or more of blood per 
24 hours to properly stabilize the patient and replenish 
lost erythrocytes, the hemorrhage may be considered 
massive. 2. The usual causes of hemorrhage that do not 
require surgical treatment must be ruled out. Proper 
hematological studies to eliminate the blood dyscrasias 
can be accomplished quickly. It is seldom necessary to re- 
sort to either roentgenographic or esophagoscopic exami- 





Fig. 4.—Portion of stomach wal! removed from patient in case 4, 
showing 2.3 cm. by 1.3 cm. ulcer. The lesion is large but superficial and 
not indurated, and it could not be palpated at operation. It lay on the 
posterior wall near the lesser curvature. 


nations to rule out esophageal varices. Zamcheck and his 
associates * have shown the value of the simple sulfobro- 
mophthalein sodium retention test in such an emergency; 
a negative result indicates that hepatic disease of suffi- 
cient severity to cause portal hypertension is not present. 
Bleeding from esophageal varices would then be limited 
to the small group of patients with extrahepatic portal 
hypertension. 3. A trial of conservative management is 
initiated immediately in the belief that the great majority 
of patients will respond without operation. An essential 
part of such conservative management, however, includes 
preparing the patient for a major operation as soon as 
possible and maintaining such a state. The patient should 





7. Holman.* Amendola, F. H.: Surgical Intervention in Massive Gastro- 
duodenal Bleeding, Surgery 31: 340 (March) 1952. 

8. Zamcheck, N.; Chalmers, T. C.; White, F. W., and Davidson, 
C. S.: Bromosulphalein Test in Early Diagnosis of Liver Disease in Gross 
Upper Gastro-Intestinal Hemorrhage, Gastroenterology 14: 343 (March) 
1950. 
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be in such condition at all times that emergency gastrec- 
tomy can be performed with little more risk than that of 
an elective procedure. 

Having satisfied the above requirements, subtotal gas- 
trectomy is carried out on the following patients: 1. Any 
patient in whom bleeding has not stopped in 48 hours is 
operated on. This 48 hour period is the outside limit in 
most instances but is often shortened. The decision to 
operate in less than 48 hours is based on the rate of bleed- 
ing, the patient’s age, a history of previous hemorrhage, 
and inability to clinically stabilize the patient. Of these, 
rate of bleeding would seem to be of most significance. 
2. Any patient whose hemorrhage is controlled on a med- 
ical regimen and, while hospitalized, experiences recur- 
rent bleeding is operated upon without delay. 3. The pa- 
tient, seen occasionally, with a rapidly exsanguinating 
hemorrhage is operated on without a conservative trial. 
It is felt that the hemorrhage in such patients must origi- 
nate from a major artery and that procrastination, with 
treatment by anything but direct surgical attack on the 
bleeding point, is hazardous. If surgical treatment is 
chosen on the basis of these indications and thorough ex- 
ploration fails to disclose the source of the bleeding, we 
are in agreement with the conclusions of Ives,*” who 
states: “It may be urged that resection is a serious step to 
take when an ulcer is not proven. In the absence of a 
gross infiltrating lesion, however, it can be carried 
through expeditiously, and in nine cases out of ten 
trouble-free recovery will follow.” 


SUMMARY AND CONCLUSIONS 


In a series of 18 patients operated on as an emergency 
measure for the control of upper gastrointestinal hemor- 
rhage, 6 showed no evidence of the source of hemorrhage 


J.A.M.A., March . 4, 1953 


after thorough exploration. These six cases are de .cribeq 
in detail. In each instance a resectable mucosal er: sion o; 
acute ulceration was established as the source 0: bleed. 
ing. In one patient resection was not done, and the patien, 
subsequently bled to death from a resectable lesion, ax 
demonstrated at autopsy. In the remaining five, subtota| 
gastric resection was done. 

It seems clear that superficial gastric erosion oy acute 
ulceration may cause fatal hemorrhage. The difficulty of 
establishing the diagnosis of superficial gastric erosion 
preoperatively, at operation, or sometimes even in the 
resected specimen is emphasized. The necessity of an es. 
tablished diagnosis of peptic ulcer as a prerequsite for 
emergency operation in massive upper gastrointestinal 
hemorrhage is, therefore, questioned. 

Although the number of patients in this series is not 
large enough to justify dogmatic conclusions, the uni- 
formity with which the lesion was located in the gastric 
mucosa is considered an indication for continuation of 
the policy of performing blind gastric resection in pa- 
tients who fulfill the criteria for emergency operation as 
stated. The percentage of sucesses and failures in con- 
trolling the hemorrhage by this method in a significant 
number of patients can then be established. If hemor- 
rhage can be controlled by blind gastric resection in a 
significant percentage of patients in whom abdominal 
exploration during emergency laparotomy reveals no 
cause, one of the greatest drawbacks to early surgical 
intervention in these undiagnosed patients will be ob- 
viated. The advantage of minute inspection of the opened 
duodenal stump and gastric remnant are emphasized. 
The value of gastrotomy in such cases is questioned. 


133 S. 36th St. (4) (Dr. Cooper). 





RUPTURE OF PAPILLARY MUSCLE OF HEART FOLLOWING 
MYOCARDIAL INFARCTION 


DIFFERENTIAL CRITERIA FROM PERFORATION OF INTERVENTRICULAR SEPTUM 


Wallis L. Craddock, M.D., Salt Lake City 


George A. Mahe, M.D.., St. Louis 


Rupture of intracardiac structures such as a papillary 
muscle and the interventricular septum following myo- 
cardial infarction should be more frequently considered 
as an antemortem diagnosis. It is agreed that these com- 
plications are rare; the incidence of rupture of a papil- 
lary muscle has been recorded in only 2 of 6,000 autop- 
sies at Baltimore City Hospital and in none of 14,000 
autopsies performed at Johns Hopkins Hospital.’ Yet, 
at our hospital we have observed the complication 3 times 
in as many years, during which time about 500 autopsies 
were performed. Furthermore, the observation of the 





Mr. W. French supplied figure 1. 

From the Medical Service, Veterans Administration Hospital, Jefferson 
Barracks, Missouri. 

Reviewed by the Veterans Administration and published with the 
approval of the Chief Medical Director. The statements and conclusions of 
the authors are the result of their own study and do not necessarily reflect 
the opinion or policy of the Veterans Administration. 


condition on two occasions in less than a year from the 


-necropsy services of two private hospitals is of further 


interest from the standpoint of mathematical probability.’ 
To date, including our cases, there have been reported 
only 43 cases of rupture of a papillary muscle and 66 
cases of perforation of the interventricular septum.’ 
These complications have followed previous myocardial 
infarction in the cases of septal perforation and in most 
of the cases of ruptured papillary muscle. In the 43 cases 
of ruptured papillary muscle 34 were attributed to a pre- 
vious myocardial infarction, 2 to periarteritis nodosa, 
2 to trauma, 2 to ulcerative endocarditis, and 1 to syph- 
ilis; 2 were of unknown etiology. 

A concise summary of the detailed findings in 29 
cases of ruptured papillary muscle have been admirably 
reviewed by Davison.* Eleven additional cases have since 
been recorded.* From the careful study of these cases, if 
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addition (0 Our Own, important aspects may be learned 
that suggest criteria to permit logical consideration of the 
correct diagnosis if the patient is closely observed. It is of 
oreat importance that the clinician first become familiar 
with the anatomic relationships of certain intracardiac 
structures Of the left ventricle (fig. 1). The left anterior 


Taste 1-Murmurs, Thrills, and Pseudofriction Rubs Associated 
with Ruptured Papillary Muscle 


No. of 
Cases Percentage 
Murmur 
Systolic g 44 
Diastolic 5 13 


ee ee eet 0 
Pseudofriction rub E 13 


papillary muscle is attached to the anterior wall of the 
left ventricular cavity and to the anterior or left margin 
of the mitral valve. The left posterior papillary muscle 
is attached to the inferior wall of the left ventricle and 
to the posterior or right margin of the mitral valve. The 
chordae tendineae hold the cusps together during systole. 

Evaluation of sounds heard after a papillary muscle 
rupture may be difficult. A murmur has been heard in a 
few more than half of the cases of ruptured papillary 
muscle, whereas in over 90% of the cases of ruptured 
interventricular septum a murmur has been detected 
(table 1). This discrepancy may be due to the fact that in 
the latter condition death is usually not as sudden and the 
clinician has ample time to closely study the case. Occa- 
sionally, the mimicry of a friction rub by the intracardiac 
lesion may be noted; associated pericarditis has not been 
demonstrated at necropsy in either of the conditions. 
Lowry and Burn ° attributed the pseudofriction rub to the 
vibrations produced by the motion of the twisted or 


TaBLE 2.—Differential Criteria Observed in Ruptured Papillary 
Muscle and Perforation of Interventricular Septum 


Ruptured Muscle Perforated Septum 


Murmur 


Present in about half of Found in over 90% of cases. 
eases. Usually systolic; may Nearly always systolic; usu- 
be diastolic. Loudest in vi- ally of softer quality. Best 
cinity of cardiac apex. Usu- heard in 3d and 4th left inter- 
ally high pitched space, parasternally. Not 

transmitted to axilla 
Thrill 


Has never been recorded in 
any instance 


Found in over half of cases 


Pseudorub 
Occasionally heard (13%) 
Electroeardiographic Evidence 


Usually shows exaggeration 
of original pattern of myo- 
cardial infaretion but no 
unusual conduction defects 


Never recorded 


May show advanced conduc- 
tion disturbances 


Clinical Evidence 


left heart failure is the Right heart failure that is 

rule. Usually death rather usually slower in onset; 

abruptly. Acute intractable death delayed. Venous and 

pulmonary edema the char- hepatic congestion likely to 

acteristic immediate sequel follow if patient lives long 
enough 


tangled chordae tendineae following muscle rupture. A 
thrill has never been reported in a case of ruptured papil- 
lary muscle; yet they have been found in over 50% of 
cases of perforated interventricular septum.’ Therefore, 
itmay be readily seen that often the differentiation be- 
(ween these two complications of myocardial infarction 
is largely based on physical findings (table 2). Electro- 
cardiographic evidence of severe conduction disturbance 
may be found oftener following a rupture of the septum. 
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A differential diagnosis of ruptured papillary muscle 
includes the rupture of the ventricle as well as an insult 
to one of the following intracardiac structures: the inter- 
ventricular septum, an aortic cusp, and the chordae ten- 
dineae of the mitral valve. A large ventricular perforation 
causes sudden death, while a small ventricular tear may 
cause cardiac tamponade, giving a low pulse pressure 
and silent heart sounds. Many features of septal per- 
foration have been outlined; in this condition death may 
be delayed for weeks, months, or even years. Further- 
more, right ventricular failure is the rule. Bacterial endo- 
carditis usually precedes rupture of the mitral chordae 
tendineae; death does not occur within a short time. The 
sudden occurrence of a loud diastolic sound is heard over 
the aortic areas following fracture of an aortic cusp, and 
a high pulse pressure results. 

Rupture of the left posterior papillary muscle has been 
found in 27 of the 43 cases of ruptured papillary muscle. 
The left anterior muscle has been involved in only 10 
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Fig. 1.—Section through left ventricle showing relationships of papillary 
muscles (after Spalteholz). 


cases. The papillary muscle of the right ventricle was 
ruptured in two instances; in both there was evidence of 
ulcerative endocarditis. In the remaining reports the 
author failed to state the location of the particular muscle 
involved. Moragues * was of the opinion that when the 
left anterior muscle is ruptured, usually complicating 
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anterior myocardial infarction, there is a greater tendency 
for the patient to die from acute pulmonary edema; how- 
ever, reports since 1939 have not corroborated this view- 
point, and one must conclude that, regardless of the 
muscle involved, pulmonary edema may develop rapidly. 
Davison‘ states, “The disproportion between myocardial 


CASE1,. CASE 2. CASE3 
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Fig. 2.—Electrocardiograms in three cases of rupture of papillary 
muscle of heart. The left posterior muscle was involved in cases 1 and 2; 
in case 3 the left anterior papillary muscle was ruptured. 


nutritional demand and coronary blood flow conceivably 
may be responsible not only for the extensive papillary 
muscle necrosis in the absence of striking coronary 
artery disease, but may also exaggerate the myocardial 
lesions even in the presence of a thrombotic coronary 
artery occlusion.” This consideration suggests that coro- 
nary insufficiency, with or without coronary artery occlu- 
sion, may be the common denominator in the cases of 
spontaneous papillary muscle rupture. In one case ° a pa- 
tient with clinical angina pectoris had apparently normal 
coronary arteries at the postmortem demonstration, de- 
spite necrosis and rupture of the left posterior papillary 
muscle. 

The many interesting features one might expect to 
encounter when rupture of a papillary muscle compli- 
cates myocardial infarction are well illustrated in the 
following cases. 

REPORT OF CASES 

Case 1.—A 61-year-old white man was admitted to the 
Veterans Administration Hospital, Jefferson Barracks, Missouri, 
at 11:00 p. m. on Dec. 20, 1950, in apparent acute cardio- 
respiratory failure. He had been in good health until one week 
prior to admission when gangrene of the toes of the left foot 
developed following sevete frostbite. As he lived alone and had 
no relatives a reliable history was not available. 





9. Dévé, F.: Rupture spontanée d’un pilier du coeur: mort rapide, 
Normandie méd. 23: 79, 1908. 
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Physical examination revealed a well-developed, poor 
nourished man who was restless and confused, moa: ng mm 
coughing continuously. The temperature was 101 1}. blogg 
pressure was 95/65 mm. Hg, and respirations were 40. 7 j\e Pulse 
was feeble and irregular; the rate was approximately °00, He 
appeared cyanotic, and the veins of the neck were distended 
Numerous moist rales were present throughout both lung fields, 
Because of the tachycardia, a definite cardiac murmur could not 
be heard and a thrill was not detected. The heart was consider. 
ably enlarged. The moderately enlarged liver was tender to light 
pressure but did not pulsate. Pulsations of the dorsalis pedis ang 
posterior tibial arteries were absent bilaterally; the poplitea) 
pulsations were diminished. The toes of the left foot were 
gangrenous, and there was cellulitis of the foot. The remainder 
of the physical findings was not significantly abnormal. 

Laboratory studies showed the red blood cell count to be 
4,300,000, hemoglobin 13.3 gm. (Fisher electrohemometer), and 
the white blood count 47,000. A differential count showed a pre- 
dominant left Schilling shift. Results of urinalysis and blood 
serology (Kahn) were negative. The blood urea nitrogen level 
was 50 mg. per 100 cc. A portable chest roentgenogram revealed 
a soft infiltrative process radiating outward from both hilar 
regions with the apical, basal, and peripheral portions of both 
lung fields remaining relatively clear; these findings were cop. 
sidered suggestive of pulmonary edema. The electrocardiogram 
showed a rapid (auricular) flutter-fibrillation (fig. 2). 

An attempt was made to administer digitalis rapidly to the 
patient in view of the clinical impression of cardiac decompensa- 
tion and pulmonary edema; however, he did not respond to 
treatment and died four hours after admission. A postmortem 
examination was performed by Dr. Franz Leidler. There was 
recent infarction of the left posterior myocardium. In the 
posterior wall of the left ventricle was seen a rupture of the 
posterior papillary muscle at its midportion. The broken ends 
of the muscle appeared necrotic; twisting of the chordae tendinae 
in the form of a spiral was seen (fig. 3). Chronic passive con- 
gestion of the lungs, liver, and spleen was prominent. 





Fig. 3 (case 1).—Postmortem demonstration of rupture of left posterior 
papillary muscle with apparent necrosis of the broken ends of the muscle 
and twisting of chordae tendineae. 


Case 2.—During the night of June 8, 1949, a 46-year-old 
white man was admitted to the Veterans Administration Hospital, 
Jefferson Barracks, Missouri. He had enjoyed excellent health 
until the evening prior to admission, when an acute, constricting, 
substernal pain radiating down both arms suddenly developed. 

Physical examination reveaied a well-developed, well-nour- 
ished, acutely ill man who appeared slightly cyanotic and 
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dyspneic ot rest. He was afebrile. The blood pressure was 140/80. 
The pulse was 68, and respirations were 28. Examination of the 
heart an’ lungs revealed no gross abnormalities; the heart tones 
were of fair quality, and there were no murmurs, shocks, or 
thrills. 1 he remainder of the physical findings were within 
normal imits. 

Laboratory examinations revealed a white blood cell count of 
21,000, hemoglobin 15.2 gm. (Fisher electrohemometer), and 


ooo 
« 


Fig. 4 (case 3).— Postmortem demonstration of recent anterolateral 
infarction, with rupture of left anterior papillary muscle; chordae tendineae 
tangled and twisted. 


erythrocyte sedimentation rate (Wintrobe) of 22 mm. per hour. 
The urinalysis was normal. Blood urea nitrogen level was 18 mg. 
per 100 cc. A chest roentgenogram revealed no irregularities. 
The electrocardiogram on admission showed changes compatible 
with a recent posterolateral myocardial infarction (fig. 2). 

The patient was placed on a regimen including absolute bed- 
rest, nasal oxygen, and anticoagulants. Morphine administered 
at regular intervals adequately controlled pain. By June 10 the 
oxygen and morphine were discontinued; it was noted that the 
patient had been up against orders of the ward physician. During 
the night of June 13 he complained of sudden onset of severe 
epigastric and precordial pain. His blood pressure was 90/60, 
and he appeared to be in shock, becoming rapidly more cyanotic 
and dyspneic. An electrocardiogram at this time revealed a 
fluctuation in the ST-T wave contour compatible with marked 
extension of the previous myocardial infarction (fig. 2). A 
whistling, systolic sound was heard at the apex of the heart, and 
the heart sounds became muffled and irregular. At that time the 
whistling sound or murmur suggested the possibility of a ruptured 
papillary muscle. A thrill was not detected. Despite emergency 
procedures to combat the progression of the shock and pul- 
= edema, the patient died on the afternoon of June 14, 

49, 

The important findings at necropsy, demonstrated by Dr. 
Leidler, were rupture and necrosis of the left posterior papillary 
muscle, tangling of the chordae tendineae, a rather recent 
posterior myocardial infarct, and advanced pulmonary edema. 


Case 3.—A 57-year-old Negro man entered the Veterans 
Administration Hospital, Jefferson Barracks, Missouri, on March 
20, 1951. He was extremely dyspneic and had severe precordial 
pain. Because of his acute distress, questioning and examination 
Were limited to dire essentials. He stated that he had suffered 
from exertional dyspnea for several years and had been follow- 
Ing a cardiac program outlined by his physician. Three days prior 
to hospitalization he had a “terrific” chest pain and began to 
cough considerably, raising frothy, blood-tinged sputum. 


PAPILLARY MUSCLE—CRADDOCK AND MAHE 887 


Physical examination revealed an obese, dyspneic, restless, 
acutely ill man who could be examined only briefly out of the 
confines of his oxygen tent. He was afebrile. The blood pressure 
was 80/60. The pulse was regular; the rate was approximately 
110 per minute. A brief examination of the heart revealed ques- 
tionable enlargement. There were no murmurs, shocks, or thrills. 
There was no hepatomegaly, liver tenderness, or peripheral 
edema. The examiner’s initial impression was arteriosclerotic 
heart disease with pulmonary edema and possible myocardial 
infarction. 

Laboratory studies revealed a white blood cell count of 22,700 
and hemoglobin of 14 gm. (Fisher electrohemometer). Urinalysis 
was normal. The blood urea nitrogen level was 30 mg. per 100 
cc. A portable chest roentgenogram revealed accentuation of the 
vascular trunks throughout both lung fields; cardiac size and 
configuration were thought to be within the limits of normal. An 
electrocardiogram indicated changes compatible with a recent 
myocardial infarction (fig. 2). 

Despite emergency measures to combat shock and pulmonary 
edema, the patient died approximately 24 hours after admission. 
A postmortem examination was performed by Dr. Leidler. 
Recent infarctian involving the anterolateral wall of the left 
ventricle was seen. The left anterior papillary muscle was rup- 
tured; yellowish necrotic tissue was noted at the points of rupture. 
The chordae tendineae were tangled and twisted (fig. 4). 
Moderate to advanced intimal sclerosis with occlusion of the 
circumflex branch of the left coronary artery was present. Acute 
passive hyperemia of the lungs and liver was a prominent feature. 


SUMMARY AND CONCLUSIONS 


The analysis of 43 cases of spontaneous rupture of a 
papillary muscle, including 3 cases of our own, suggests 
the specific criteria the clinician should evaluate in recog- 
nizing the syndrome. The recognition of such a clinical 
entity as ruptured papillary muscle presents specific signs 
and symptoms, which have been discussed. Although the 
condition is relatively rare, a plea is made that the cases 
of myocardial infarction be closely followed in order to 
make this complication more commonly recognized. Em- 
phasis must be placed on the clinical history, changing 
murmurs or sounds, acute intractable pulmonary edema, 
left heart failure, and other aspects that aid in the differ- 
entiation of the entity from another complication of myo- 
cardial infarction, namely, perforation of the interven- 
tricular septum. 


V. A. Hospital 5252. 





Pulmonary Traits of Systemic Mycoses.—Until recent years pul- 
monary and other forms of systemic mycoses were considered 
to be rare, and in most cases fatal. Only during the past ten 
years has serious consideration been given to the idea that such 
diseases as blastomycosis, coccidioidomycosis and histoplasmo- 
sis may have a benign primary form which is far more prevalent 
than the rare and dreaded malignant variety. The use of skin test- 
ing techniques has proven valuable in making a survey of cases 
of atypical pulmonary disease where there is a paucity of char- 
acteristic physical or laboratory findings. . . . Mycotic infec- 
tions occur with sufficient frequency to justify their being 
considered in the differential diagnosis of every difficult and com- 
plicated pulmonary and systemic infection. Even coccidioidomy- 
cosis must now be thought of as having no certain geographic 
distribution. . . . Pathologically, the pulmonary lesions produced 
by the systemic mycoses are typical granulomata and may be 
mistaken for those of tuberculosis. It is important to stress the 
similarity in symptoms, signs, roentgenographic findings and 
gross and microscopic characteristics. Therefore, to clinch a 
diagnosis, the invading organisms must be identified by labo- 
ratory studies, which should include a direct microscopic ex- 
amination of sputum, pathogenicity tests for organisms isolated, 
and sensitivity and serologic tests—W. L. Craddock, M.D., Pul- 
monary Traits of Systemic Mycoses, Mississippi Valley Medical 
Journal, January, 1953. 








ear ce att 





J.A.M.A., March | 1953 


SURGICAL CORRECTION OF LYMPHEDEMA 


APPLICATION OF A NEW OPERATIVE TECHNIQUE IN LYMPH STASIS AND ALLIED CONDITIONS 


Gerald H. Pratt, M.D., New York 


The wheels of surgical progress grind but slowly, and 
few really revolutionary changes develop. The antibiotic 
and anticoagulant drugs, new anesthesia techniques, and 
cardiac surgery are recent exceptions. Many times a re- 
adaptation or reapplication of a previously futile princi- 
ple succeeds. Massive lymphedema has been one of the 
conditions that have resisted all surgical efforts to resolve 
them. Patients with massive lymphedema are physically 
and psychologically so handicapped as to arouse any- 
one’s compassion. They become recluses, and some have 
sought amputation. Suicides have resulted. The purpose 
of this paper is to report on a recently standardized tech- 
nique, which I believe, if not the final step, is one in the 





Fig. 1.—A, lymphedema following post-thrombotic syndrome. B, typical 
Milroy’s or essential lymphedema. 


right direction. This operation may also be used in other 
conditions. 

The lymph system, like the other two circulatory me- 
diums, the arterial and venous flows, is part of nature’s 
defense. Its function is to filter and block the spread of 
disease and new growth, and therefore it is involved early 
in efforts to contain a damaging agent. 

Anatomically,' the system consists of lymph vessels, 
glands, and fluid. The fluid is clear, with a specific gravity 
of approximately 1.1015, and it contains leukocytes and 
lymphocytes. The system is a closed one, beginning as 
capillaries leading to connecting vessels that increase in 
size until they reach the thoracic duct, which drains the 
lymph into the subclavian vein in the neck. These vessels 
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are in the superficial and deep layers connected by per- 
forations similar to those of the venous system. They are 
lined with endothelium, surrounded by smooth muscle 
and an external coat made of connective tissue. A valvy. 
lar system controls the direction of the flow, but these 
valves are deficient in the skin. In some, the valves fai 
at puberty. 

The system is susceptible to inflammation. If this jp- 
flammation is repeated, the end result may be a fibrotic 
occlusion of the lymph vessel. In like manner, injuries, 
operations, burns, scars, growth, or invasion by external 
parasites may cause an obstruction. With such occlusion, 
the lymph accumulates without ability to drain itself. 
Elevation permits gravity drainage through subcutaneous 
tissues to areas where no obstruction exists. With de- 
pendency, the process is reversed and edema increases. 
With failure of the lymph drainage, the defensive mecha- 
nism of the part is defective and it becomes subject to 
repeated bouts of inflammation similar to erysipelas. 
These are usually due to the ever-prevalent streptococci 
or staphylococci, which gain virulence as the host loses 
defensive ability. In one form, Milroy’s disease, the cause 
is unknown, but there is some congenital lack of adequate 
lymph vessel drainage. When this manifests itself at pu- 
berty, some endocrine control or trigger appears to be the 
initiator of the block. When the venous system is dam- 
aged, inflamed, or otherwise fails, an extra load is placed 
on the lymph system and vice versa. 


TYPES OF LYMPHEDEMA 

Primary or Specific Lymphedema.—The filaria worm 
(Wuchereria bancrofti) specifically invades the lymph 
system and causes inflammation and an obstruction. If 
exposure is continued, the block will be permanent, at 
times owing to the encysted worms themselves. This was 
of military importance in the Pacific campaign.’ In lik 
manner, the Mycobacterium tuberculosis and Treponema 
pallidum organisms may invade and block this system. 


Secondary Lymphedema.—In the category of sec- 
ondary lymphedema, infectious lymphedema may be due 
to nonspecific organisms, such as Staphylococcus, or pos- 
sibly to some of the fungi. Traumatic lymphedema may 
result from blockage caused by injury or operations, 
burns, or irradiation by roentgen rays, radium, or radio- 
active isotopes. Malignant lymphedema results when 
lymph channels and glands are invaded in malignant dis- 
ease. This temporary blockage is the basis for the modern 
concept of surgical eradication of malignancy. Allergic 
lymphedema occurs when patients react to stimuli to 
which they are sensitive by producing lymph stasis. This 
is probably a reflex defensive mechanism. The allergic 
reaction of some patients to cold is an example. Immedi- 
ate and serious reactions may follow exposure to other 
stimuli in the allergic patient. The typical picture of 
lymphedema following venous thrombosis * is that seen 
in “milk leg” or postoperative swelling (fig. 14). The 
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blocked veins throw an increasing load on the lymph skin, a cure might be effected. This would require re- 
drainage system. When the latter fails, there is marked moving only the thin epithelial portion of the skin and 












lymph stasis, with signs of both venous and lymphatic then excising all of the rest of the tissue to the muscle. 
failure. Undermining of the skin was physically ineffective in 
Esseniial Lymphedema.—Essential lymphedema oc- removing this lymph. The various dermatomes, such as 
curs at puberty (fig. 1B). It may be familial or congenital the Paget dermatome, could not be used in the uneven 
or both. It was first described by Milroy.* contours in these limbs. The ingenious electric dermatome 
has been part of the answer to this problem.”° With this 
PATHOGENESIS motor-driven apparatus, all the skin can be removed at 
With lymph blockage, perivascular infiltration occurs.° exactly 0.017 in. thickness. The machine will make the 
A condensation develops in the avascular subepidermis excursions into the depths between the lobules, will turn 
laver. There is also fragmentation of the collagen, prob- corners, and, with some experience, the leg can be com- 
ably owing to the trauma of the lymph collections. Tissue pletely denuded of its thin epithelium cover. 
spaces then develop, with large vacuolated areas full of Technique.—The patient is prepared by elevation of 
fluid. Elevation drains it temporarily. the limb for two weeks, with daily cleansing. The 
TREATMENT limb is immersed in potassium permangenate solution 





In mild and early cases, elevation and good support 
can prevent the massive collections if continued long 
enough. This support must be adequate, and is best ap- 
plied by a pressure bandage like the ace® bandage. Such 
a bandage, unlike a stocking, can be adapted to the 
change in the contour of the leg. The legs must be raised 
10 to 12 in. (25 to 30 cm.) each night and every time 
the bandage feels tight during the day. The support must 
be worn until no swelling occurs when it is removed and 
usually is required for a year. That such support is ef- 
fective has been proved by the reduction of the incidence 
of swelling after common femoral vein ligations from 
35% to 4% with attention to this one detail.* In some 
patients with the swelling of the post-thrombotic syn- 
drome when the leg was cold and large and the symptoms 
causalgic in type, sympathetic interruption with support 
thereafter has been effective.’ 

























SURGICAL CORRECTION 
Efforts to correct the advanced type have been made 
throughout surgical history. These patients are physically 
crippled to such an extent that many request or accept 
amputations. The psychological insult has been men- 
tioned, and I know of attempts at suicide by three pa- 
tients. The original work of scarification (Lisfranc *) was 
followed by ligations of various blood vessels (Car- 
nochan *), and these all failed. Handley '° first tried to 
drain the lymph subcutaneously to other uninvolved 
areas with silk threads, as have many surgeons using steel __ Fig. 2.—Biopsy of tissue in lymphedema showing lymph stasis developing 
wire. Lexer 11 first suggested removing the deep fascia. just below epithelial layer. This lymph area must be excised. 
Kondoleon '* noticed that there was no block in the deep 
lymphatic drainage, and reasoned that small windows cut 
into the deep fascia might permit drainage to the deep 


























(1:20,000) 20 minutes daily to reduce the fungus infec- 
tion and dry “damp” areas. pHisoderm® (a sulfonated 
detergent) with hexachlorophene, 3%, is used for wash- 

















system. Sistrunk,'* Ghormley,'* John Homans,'® Emile ing. Antibiotic therapy is added during this stage. Any 
Holman,"* Matas,’* and Macy,'* all have worked on the open lesion is cultured, and the agent to which the organ- 
problem. From 1937 to 1947, except in the war years, ism is sensitive is selected. In some chronic ulcers, intra- 
we tried various combinations of excision and plastic muscular adenylic acid injections *! help in the healing 
procedures on 46 patients.'® Pedicle grafts with the base of such areas. 
above the block were used. Wright and I listed '®” prompt Blood in adequate quantities is obtained. It is not un- 
recurrence as occurring in one-third, only fair results in usual to replace 4,000 to 5,000 cc., and this blood is 
another one-third, and satisfactory results in the last one- transfused on a pint-to-pint basis regardless of the pa- 
third. tient’s blood pressure or pulse. All sponges are weighed, 
Our studies showed the lymph blocks begin about and an over-correction of fluid loss is needed to com- 
0.02 in. below the surface (fig. 2). It was our contention pensate for the leakage of lymph. All the patients have 
that, if we could remove all of the lymph tissue that was been operated on under a continuous spinal anesthesia. 





pathological and nonfunctioning, especially that in the Fractional amounts of anesthesia are injected as needed. 
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The foot is kept elevated during the operation by sus- 
pending it to a fracture table support. 

A tourniquet cannot be applied successfully to these 
limbs. Good assistance and sufficient clamps are needed. 
All of the skin is first removed in 3 in. (7.6 cm.) strips 
at 0.017 in. (0.43 cm.) in depth (fig. 3) and is stitched to- 
gether with fine silk. It is our practice to use two teams, 
one for either side of the leg to expedite the excision 
of the rest of the skin, subcutaneous tissue, fat, lymph, 
and deep fascia in a complete and radical manner. This 
excision includes the area around the joints and the foot. 
The upper part of the incision is tapered for cosmetic rea- 
sons. Care is taken not to injure major vessels or nerves. 
In most patients, the operation is performed in two stages, 
one for the thigh and one for the calf and foot. After this 
excision is complete and all vessels are tied, a pattern is 
cut from cellophane® to the exact size of the leg, like a 
pattern for a skin-tight pant leg. The skin, which has 
been sewn together, is stretched and then cut exactly to 
the pattern. The skin is then reapplied directly on the 
muscle and tacked with fine silk sutures. Pressure dress- 
ings are applied and not disturbed for two weeks. Pre- 
viously, the foot was not included, but the graft takes 
have been so successful that the grafting is now continued 
to the toes (fig. 4). 





Fig. 3.—Removal of skin by electric dermatome. 


Postoperative Care.—Administration of the antibiotics 
is continued, as is the elevation. Movement is encouraged 
but weight-bearing is not permitted. The first dressing is 
performed two weeks later after the dressings are wetted 
with sterile saline solution. Thereafter, the wound is left 
exposed to the air and soaked daily in saline and weak 
potassium permanganate solutions. If the operation is in 
steps, the second stage is performed three weeks after the 
first one. Pressure support is used when the patient walks 
and is continued for four weeks. Many patients have re- 
turned without this support and without sweiling. The 
graft takes have been over 90%. We believe these takes 
are due to the fact that the graft is not injured by the der- 
matome and the graft is placed as an exact fit. 

The results in 25 cases in which this operation has 
been done have been most promising. There have been 
no recurrences of the lymphedema, and the first opera- 
tion was done more than three years ago. Two grafts have 
been successfully taken from the same donor surface re- 
moving the skin 0.005 in. thick. Donor grafts have been 
preserved for four weeks under sterile precautions at 4 C 
and then applied to recipient areas with primary takes. 
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The good results obtained in every case in which the 
new operation has been done contrast with the resyjj 
of radical excision and/or pedicle graft, in which one. 
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Fig. 4.—End result of surgical treatment of lymphedema. Note the lack 
of contracture. 





Fig. 5.—Lymphedema with chronic ulceration, 
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with or without excision in 4 cases. The immediate results 
were good in 14 of these 20 cases, fair in 2, and poor 
in 4. Radical excision was done in 6 cases from 1946 to 
1948, and pedicle graft with or without excision in 20. 
The immediate results were good in 18 of the total of 26, 
fair in 4, and poor in 4. 

OTHER APPLICATIONS OF THIS TECHNIQUE 


This operative technique lends itself well to correction 
of other problems. Hemangiomas of the cavernous type 
have been successfully treated after other surgical at- 
tmpts have failed. All blood vessels are ligated at the 
muscle, and the skin is then replaced. Patients with ex- 
tensive post-thrombotic swelling have been treated in a 
similar manner. Where traumatic or vascular ulcers have 
been recurrent over many years (fig. 5), the same oper- 
ation has effectively healed them. Multiple superficial tu- 
mors, Which at times are disabling (such as neurofibro- 
mas), can be treated in a like manner. The resulting scars 
can be covered with a cosmetic. 
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The use of this technique for removing burn eschars 
and immediate analogous or homologous grafting is being 
tried. Its value in war surgery seems assured. The fact 
that the grafts can be preserved opens unlimited possi- 


bilities in this field. 
SUMMARY 


A classification of lymphedema has been given. Pre- 
vious attempts at surgical correction usually failed. Re- 
moval of the skin 0.017 in. (0.43 cm.) thick with the 
electric dermatome removes the epithelium and not the 
lymph portion of the skin. After radical excision of all 
the rest of the tissue of the limb, the patient’s own skin 
is replaced on the muscle. In 25 such operations there has 
been no recurrent lymphedema. The success of the opera- 
tion depends on nontraumatizing removal of the skin, 
radical excision of all fascia and lymph components, in- 
cluding that of the skin, adequate preparation, sufficient 
blood replacement, and good support postoperatively. 
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TREATMENT OF DIFFUSE PROGRESSIVE SCLERODERMA 


James A. Evans, M.D., Hyman J. Rubitsky, M.D. 


Albert W. Perry, M.D., Boston 


Diffuse progressive scleroderma still remains one of 
the most discouraging chronic diseases that internists and 
dermatologists encounter. As in other progressive ill- 
nesses Of unknown etiology, numerous diverse thera- 
peutic measures have been and are constantly being 
advocated. Since the disease is relatively rare, the enthu- 
siasm generated for most of these treatments usually 
stems from the results observed in only a few cases. 
Proper evaluation is made more difficult (a) by the oc- 
casional tendency of the disease to spontaneous remis- 
sions, (b) by the frequent lack of unanimity of opinion 
by several observers as to what constitutes improvement 
ina given case, and (c) by the lack of uniformity of both 
medical and surgical methods. 

This report summarizes our experience at the Lahey 
Clinic with 38 cases of scleroderma in which the follow- 
up periods ranged up to eight years. All the patients 
included had a definitive diagnosis of progressive sclero- 
derma; no cases of localized scleroderma, scleroderma 
adultorum, dermatomyositis, acrodermatitis atrophicans, 
or nodular panniculitis have been included. All patients 
have been followed by either one or two physicians at all 
times. 

There were 26 women and 12 men in our series—a 
sex ratio that coincides with those reported in most pre- 
viously published series. Most patients were in their 
fourth and fifth decades at the onset of the condition, 
ranging in age from 25 to 63 years. 

Whenever feasible it was the policy to use only one 
herapeutic measure at a time and to continue it alone if 
he result appeared promising or definitely salutary. An 
exception was the simultaneous use of glyceryl trinitrate 
(nitroglycerin) ointment. All medications were given in 
amounts usually required to obtain the maximal thera- 


peutic effect and over extended periods except when in- 
tolerance or serious side-effects occurred. Results in the 
use of the following agents are reported: para-aminoben- 
zoic acid, priscoline® (2-benzyl-2-imidazoline) hydro- 
chloride, glyceryl trinitrate ointment, corticotropin 
(ACTH), cortisone, methacholine (mecholyl*) ionto- 
phoresis, diphenhydramine (benadryl®), testosterone, 
alpha tocopherol, vitamin C, nicotinic acid, tripelenna- 
mine (pyribenzamine®), pyrilamine (neo-antergan®), 
glucosulfone (promin®) sodium, vaporized ergosterol 
(ertron®), thyroid extract, bismuth sodium triglycolla- 
mate (“bistrimate”), erythrityl tetranitrite, typhoid vac- 
cine, oxytetracycline (“terramycin”), and chloramphen- 
icol (chloromycetin®). Sympathectomies of varying 
extent in 25 patients have been performed by our neuro- 
surgical staff. All of our patients were also advised con- 
cerning the importance of avoiding cold, smoking and 
emotional stress, and of eating a well-balanced and ade- 
quate diet. 


REVIEW OF PATHOGENESIS AND CLINICAL 
MANIFESTATIONS 


A brief reorientation as to the pathogenesis and clinical 
features of scleroderma will help in the proper evaluation 
and rationale of therapy. Several excellent comprehen- 
sive reviews have appeared on the subject.' 

Scleroderma is a collagen disease of unknown etiology. 
It has sometimes been considered a vascular disorder be- 
cause Raynaud’s phenomenon usually precedes the 
scleroderma. Thirty-one patients had Raynaud’s disease 
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before scleroderma, and as long as five years. Four of 
our 38 patients had scleroderma only and 3 had sclero- 
derma preceding the onset of Raynaud’s disease. These 
findings and the fact that 12 of the 38 patients, or 32%, 
were males mitigate against its being primarily a vascular 
disorder like Raynaud’s disease, which is so predomi- 
nantly a disease of females. 


DURATION OF DISEASE 


The duration of life after the onset of the disease varied 
greatly. One of our shortest-lived patients was treated 
with para-aminobenzoic acid and lived only nine months, 
dying of malignant hypertension. The patient with the 
longest history we know of, not included in this series, 
came under Dr. Perry’s observation in Victoria, British 
Columbia, and is still living 32 years after onset. Five of 
our patients are living 15, 16, 18, 20, and 28 years after 
their disease was first noted. 

Involvement is commonest in the hands, with varying 
extension up the arms. Next in order of frequency are the 
yolk, with its typical poikiloderma, the face with mouth, 
malar, and chin involvement. The legs are involved more 
rarely and the thighs more than the feet, unlike Raynaud’s 
disease. The skin of the chest and abdomen is less often 
thickened. Of the viscera, the esophagus showed involve- 
ment in 17 of the 38 patients, or 45%. Involvement of the 
stomach and intestine has been reported, but there was 
only one instance of possible distortion of the pylorus in 
our series. The lungs were roentgenologically involved in 
nine and the larynx in two of our cases. There was neu- 
ropathy in three cases and malignant hypertension in two. 
Cardiac involvement was presumed to be present in three 
cases because of heart failure in two and electrocardio- 
graphic findings in one. 

Goetz ?* has suggested abandoning the term sclero- 
derma and substituting progressive systemic sclerosis, 
since the same changes occur everywhere. These changes 
consist of edema, followed by proliferation of connective 
tissue in the form of sclerosis of collagenous bundles, 
often resulting in atrophy of the organ involved. A ratio 
of females to males of 1.5:1 (2.2:1 in our series) is 
noted in diffuse scleroderma, and 3:1 in circumscribed 
scleroderma.'”* The cause is unknown; any common 
pathogenic denominator with the other “collagen dis- 
orders” is purely speculative at present. 

There can be little doubt but that both the fibrous 
changes and the “vasomotor trophic neurosis” are of 
great import in the abnormal physiology of scleroderma 
and in determining the effects of treatment. Prinzmetal * 
has clearly shown the importance of a tight, inelastic skin 
and subcutaneous tissue in constricting blood vessels and 
diminishing the blood flow both in scleroderma and ex- 
perimentally in normal subjects by using tight gloves. It is 
particularly true in the case of the fingers because of their 
anatomic configuration. He could demonstrate little or 
no rise in the skin temperature after sympathectomy in 
severe sclerodactylia, concluding that arterial dilatation 
could not occur after vasomotor tone was abolished. He 
felt that skin temperature readings after exposure to cold 
or the injection of histamine were reliable indicators of 
the presence of organic arterial occlusion. 

On the other hand, significant neurotrophic disturb- 
ances have been shown by the spinal root zone studies 
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of Rubin,* by the skin temperature and capillary micro. 
scopic studies of Brown, O’Leary, and Adson,* and py 
the very suggestive studies of skin graft transplants of 
Haxthausen.’ A critical review of the literature by us ang 
others and of our own experiences leads us to the belie; 
that at present no significant endocrinopathy, allergy, of 
infection is adequate to explain the etiology of sclero. 
derma. As with other investigators, we have been unable 
to incriminate a disturbed calcium metabolism, even jy 
the presence of calcinosis. All our patients on whom 
calcium and phosphorus studies were made had normal 
levels. Only three patients in our series had calcinosis oj 
the skin, usually under ulcers, and we believe this is on} 
a local tissue reaction. 

Hertz and Forsham ° have confirmed the hypercreat. 
inuria, reduced creatine tolerance, low urinary 17-keto. 
steroid excretion, and the predominance of scleroderm, 
in females and prepuberal males. They hypothesize , 
possible primary pituitary hypoactivity on the basis of g 
marked rise in 17-ketosteroid excretion and a normal 
decrease in eosinophils after the administration of cor. 
ticotropin but not after administration of epinephrine. 
The etiological significance of these observations and of 
the occasional transient amelioration of scleroderma with 
corticotropin and cortisone have not been determined. 


SYMPATHECTOMY 


Sympathectomy has been advocated sporadically in 
scleroderma since 1922. The following observations lend 
some rationale to the procedure: 1. Scleroderma is fre- 
quently associated with Raynaud’s phenomenon, a symp- 
tom that usually responds well, at least temporarily, to 
the procedure. 2. Haxthausen* made skin transplant 
studies in which skin from morphea lesions when grafted 
into normal skin soon lost its pathological characteristics 
and became transformed into normal-skin; normal skin, 
on the other hand, when transplanted into the center of 
a morphea lesion, became sclerodermatous, strongly sug- 
gesting a neurotrophic influence on the subcutaneous 
vascular bed. 3. In their microscopic studies of the capil- 
laries in the nailfold, Brown, O’Leary, and Adson * found 
a marked diminution in the number of open capillaries 
for each unit area of skin, with definite disturbances in 
the flow of blood through the loops. Slight lowering o! 
environmental temperature produced slowing or even an 





1. (a) Beerman, H.: Visceral Manifestations of Scleroderma: Review 
of Recent Literature, Am. J. M. Sc. 216: 458-475 (Oct.) 1948. (b) Roth- 
man, S., and Walker, S.: Scleroderma, M. Clin. North America 33: 55-7 
(Jan.) 1949. (c) O’Leary, P. A., and Nomland, R.: Clinical Study of 103 
Cases of Scleroderma, Am. J. M. Sc. 180: 95-112 (July) 1930. (d 
Sellei, J.: Diagnosis and Treatment of Scleroderma and Acrosclerosis, an¢ 
Some of Their Kindred Diseases, Brit. J. Dermat. 46: 523-536 (Dec 
1934, (e) Goetz, R. H.: Pathology of Progressive Systemic Sclerosis (Get- 
eralized Scleroderma) with Special Reference to Changes in Viscera, Clin 
Proc. 4: 337-392 (Aug.) 1945. (f) Ehrmann, S., and Briinauer, S. R., 1" 
Jadassohn, J.: Sclerodermie, Handb. d. Haut- und Geschlechts-krankh 
Berlin, Julius Springer, 1931, vol. 3, pt. 2, p. 717. 

2. Prinzmetal, M.: Studies of Mechanism of Circulatory Insufficienc) 
in Raynaud’s Disease in Association with Sclerodactylia, Arch. Int. Med 
58: 309-328 (Aug.) 1936. 

3. Rubin, L., cited by Rothman, S., and Walker, S.? 

4. Brown, G. E.; O’Leary, P. A., and Adson, A. W.: Diagnostic and 
Physiologic Studies in Certain Forms of Scleroderma, Ann. Int. Med 
4: 531-554 (Dec.) 1930. 

5. Haxthausen, H.: Studies on the Pathogenesis of Morphea, Vitiligo 
and Acrodermatitis Atrophicans by Means of Transplantation Experiments. 
Acta dermat.-venereol. 27: 352-367, 1947. 

6. Hertz, S., and Forsham, P. H.: The Response to Adrenocortico 
trophic Hormone in Patients with Scleroderma and the Therapeutic Us 
of Testosterone, Proc. Soc. Clin. Investigation, Atlantic City, N. J., Ma) 
1951, p. 26. 
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arrest in the flow of blood, thus reflecting the exaggerated 
arteriolar tonus due to sympathetic hypertonia. 4. The 
oscillometric studies by Leriche and Fontaine * revealed 
the characteristic vasospastic element in certain forms of 


scleroderma. 5. Definite histopathological changes have 


been seen in the arterioles, capillaries, and sympathetic 
sanglions in some cases of scleroderma.* Sunder-Plass- 
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Leriche, Jung, and De Bakey,** in 1937, published 
their results with very limited perifemoral arterial, cervi- 
cal, and lumbar sympathectomies and ganglionectomies. 
Of 13 cases, there was marked improvement in 5, moder- 
ate improvement in 4, slight improvement in one, and no 
improvement in 3. The procedure was considered most 
suitable in the early cases in which the cutaneous lesions 


TABLE 1.—Results of Sympathectomy in Seventeen Cases of Scleroderma 





Sites Involved at Time 
of Operation 


Type of 
Onset 


Length of 
Follow-Up, 
Yr. Results and Remarks 


Bilateral Sympathectomy of T-2 to T-3 Ganglions 


R/S* Face, yoke, upper and lower 
extremities, lung 
R/S Upper extremities, esophagus 


S/R Face, upper extremities 
RandS Face, upper extremities, 
simultane- esophagus 
ously 
R/S Face, upper and lower ex- 
tremities 


415 Face, yoke and upper extremities moderately im- 
proved; lung worse 

6 Mouth, face, yoke, hand moderately improved; 
esophagus same 

4 Face and upper extremities moderately improved 

4 Face and upper extremities moderately improved; 
no effect on esophagus on roentgenograms; 
dysphagia disappeared 

Face and upper extremities, no effect 


Bilateral Sympathectomy of Stellate or T-1 to T-4 or T-5 Ganglions 


Face, upper extremities 


Upper extremities 
Upper extremities 


Upper extremities, face, yoke 


Face and neck moderately improved; upper ex- 
tremities no effect; hypertension and hyperten- 
sive heart disease developed 

Upper extremities moderately 
months; died, cause unknown 

Upper extremities moderately improved; scapulo- 
humeral muscular dystrophy developed later 

Upper extremities, face and yoke moderately im- 
proved 


improved at 4 


Bilateral Sympathectomy of Stellate or T-1 to T-12 Ganglions 


Yoke, face, upper and lower 
extremities 

Yoke, face, upper and lower 
extremities, esophagus, lung 


Upper extremities, esopha- 


gus 


Yoke, face, upper extrem- 
ities, lung, esophagus 


Yoke, face, upper and lower 
extremities, esophagus 
Upper extremities 


RandS 
simultane- 
ously 


Upper and lower extremities, 
face, yoke, esophagus 


Sympathectomy of 


Face, 
ities, 
thighs 


yoke, upper extrem- 
esophagus, larynx, 


2% Marked progression after moderate improvement 
for about 1 year; died, perforated esophagus 
3 Face, yoke, upper and lower extremities moder- 
ately improved 2 years postoperatively; esopha- 
gus and lung no effect; return of scleroderma 
as bad as ever 3 years postoperatively 
Upper extremities and esophagus slightly im- 
proved; cardiac death 13 months postopera- 
tively in Africa—no details 
Face slightly improved; esophagus moderately 
improved; yoke and upper extremities no effect; 
died, probably because of lung involvement 
Yoke, face and esophagus moderately improved; 
upper and lower extremities no effect 
Died ninth day after operation (pneumonia, 
hydrothorax, severe hypertension, and severe 
diabetes) 
2% Face and yoke moderately improved; esophagus 
T-2 to T-4 slightly improved; upper and lower extremities 
115 no effect; died of malignant hypertension 9 
T-5 to T-12 months after third stage (stellate ganglion 
% only at third stage) 
stellate only 


T-1 to L-3 Ganglions 


Mot Face, yoke, esophagus, larynx moderately im- 


proved; upper extremities slightly improved 


% For secondary hyperhidrosis of lower limbs and 
trunk; scleroderma on thighs moderately im- 
proved 





*R represents Raynaud’s phenomenon and S represents scleroderma. In this case Raynaud’s phenomenon preceded the onset of scleroderma. 


+ In this case bilateral sympathectomy was done from the stellate to 10th thoracie ganglions, with a 17 month follow-up, and bilateral sympathectomy 


from the 11th thoracic to 3d lumbar ganglions, with a 3 month follow-up. 


mann and Jaeger *® have categorically stated that the 
disease is the result of pathological changes in the sym- 
pathetic ganglions, but Craig and Kernohan '° found the 
ganglions to be either normal or, at the most, the abnor- 
malities noted were consistent with degenerative senile 
changes. No significant pathological changes were found 
in the sympathetic ganglions examined after removal 
from our patients. 6. Significant neurotrophic disturb- 
ances have been shown by the aforementioned studies of 
spinal root zones of Rubin.* 


were not pronounced, in which the joints were not se- 
verely involved, and in which vasospastic phenomena 
were conspicuous features. They felt forced to conclude, 
however, “that a disturbance in the equilibrium of the 
sympathetic apparatus is not the only or even the most 
significant factor in the pathogenesis of scleroderma.” 
Mayo and Adson" arbitrarily divided their cases of 





7. Leriche, R., and Fontaine, R.: Le traitement chirurgical de la scléro- 
dermie par les interventions sur le sympathique, Bull. Soc. franc. de 
dermat. et syph. 36: 995-1015 (May 26) 1929. 
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scleroderma into three groups, depending on whether the 
vasomotor phenomena preceded the disease, appeared 
simultaneously, or developed later. The greatest im- 
provement followed limited sympathectomy in the first 
group. Hamilainen and Séderlund ** obtained good re- 
sults with lumbar sympathectomies and splanchnicecto- 
mies in three cases, but observed no improvement in a 
fourth patient, who was subjected to a limited extirpation 
of cervical ganglions and sympathectomy to the second 
thoracic segment. 

At the present writing, it can be stated that most 
authors have been disappointed with thoracocervical and 
lumbar sympathectomies in scleroderma, but that these 
procedures have been very limited in extent and were 
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improvement. We have not been able to substantiate 
Rothman’s *” contention that “a more rapid progression 
of the sclerodermatous process and a conspicuously 
greater tendency toward trophic ulceration” occur {oj. 
lowing sympathectomy. Indeed, we have often noteg 
healing of ulcers. 

The most striking improvement (after bilateral extep. 
sive thoracic sympathectomies) was the increaseq 
mobility of the involved face, neck, and yoke. Severa| 
patients considered the return in ability to smile and to 
masticate sufficient in itself to have justified the pro 
cedure. These results probably can be attributed to the 
greater mobility of the connective tissue planes in these 
areas even in the presence of considerable fibrosis, jp 


TABLE 2.—Results of Gap Sympathectomy in Eight Cases of Scleroderma 





Levels of 
Sympathectomy 
Left T-2 to L-3 
Right T-1 to T-5; 
T-9 to L-3; small 
gap on right 


. 
Type of Sites Involved at Time 
Case Onset of Operation 
6 R/Ss* Face, upper and lower 
extremities, yoke and 
esophagus; arthritis 


Face, upper and lower 1944, T-2 to T-3 
extremities L-1 to L-3 
Esophagus after second 1948, bilateral 
stage T-1 to T-5 
Gap on right and 
left 


Bilateral T-2 to T-3; 
L-1 to L-3; gap 
on right and left 


Upper and lower ex- 
tremities 


lower ex- T-1 to T-8: left 
greater splanchnie 
nerve intact 


Bilateral T-1 to T-4: 
L-1 to L-3; gap 
on right and left 


Upper and 
tremities, face, yoke, 
and esophagus 

Upper and lower ex- 

tremities 


Bilateral T-1 to T-5 
and T-8 to T-12; 
gap on right and 
left 


Bilateral L-1 to L-3; 
right, T-2 and T-3; 
left, T-3 and T-4 

Right T-1 to T-5; 
gap on right and 
left 


Bilateral T-2 to T-4; 
bilateral L-1 to L-3 


Face, yoke, upper ex- 
tremities, esophagus, 
and lung (?) 


Face, yoke, and upper 
extremities 


Face and upper extrem- 
ities; lower extremities 


’ Large gap bilaterally 
T-5 to L-l 


Length of 


Follow- 
Up, Yr. Results and Remarks 


% Face, yoke, upper and lower extremities and esophagus mark. 
edly improved; arthritis better on tests; esophagus better 
only after large doses of testosterone and on roentgen. 
ograms; T-6 to T-9 not resected on right 


Face and yoke moderately improved; upper extremities, no 
effect; lower extremities slightly improved 


Dysphagia after second operation 


Upper extremities slightly improved; T-5 to L-1 not resected 
on either side 


Dysphagia and scleroderma of face and yoke developed about 
2 years postoperatively; T-4 to L-1 not resected on either 
side; died in congestive cardiac failure, probably from 
cerebral embolism 


Face and upper and lower extremities, no effect; 
slightly improved 


esophagus 


Lower extremities slightly improved, upper extremittes worse; 
esophagus involved also; T-5 to L-1 not resected on either 
side; scleroderma of yoke appeared 9 months postopera- 
tively 

Face, yoke, upper extremities and esophagus moderately im- 


proved; lung (?) cough gone; T-6 to T-8 not resected on 
either side; died, bronchopneumonia 


Face, yoke and upper extremities moderately improved 


Face, yoke, upper extremities and esophagus moderately im- 
proved; T-6 to L-1 not resected on right side; T-4 to L-1 not 
resected on left side 


Hands better, healed sores 


Hands no better 





* See first footnote to table 1. 


performed in the early period of surgery of the auto- 
nomic nervous system. 

Results.—It can be stated from our experience that 
sympathectomy is the only treatment we have employed 
to date that has produced fairly predictable and sustained 
improvement. This attitude requires considerable ampli- 
fication and restraint, however, since the procedure is 
certainly not a cure. The operation has been performed 
in 25 cases. Our results are summarized in tables | and 2. 

On the whole, patients in the edematous or early in- 
durated phases with Raynaud’s phenomenon were much 
more favorable candidates than those in the more ad- 
vanced stages. The results were equivocal, particularly in 
the hands, where the Raynaud’s phenomenon frequently 
persisted even though definite warmth and increased 
mobility of the hands were produced. In addition, the 
disease would frequently progress after previous initial 


contrast to the fingers. In case 35 there was marked and 
progressive hoarseness owing to laryngeal scleroderma; 
almost complete subsidence of hoarseness followed bi- 
lateral denervation from the stellate ganglion to the 10th 
thoracic segment. Most of the previous literature has 
failed to note this feature, probably because of failure to 
remove the stellate or first thoracic ganglion. 

Another significant effect that we have repeatedly 
noted has been the salutary effect of an extensive sym- 
pathectomy on the esophageal symptoms with or without 
lesions demonstrable by roentgenogram. Seventeen pa- 
tients in our series (45%) had esophageal disease. 
Sympathectomy was performed in 15 (table 3). 

In a detailed roentgenologic study of 22 patients with 
scleroderma, Schatzki '* found changes in the esophagus 
in 15, in the small intestine in 4, and in the large intestine 
in 2. Olsen, O’Leary, and Kirklin,'* and Beerman “* have 
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reviewed large series of scleroderma of the esophagus. 
Roth communications fail to note the effect of sympa- 
thectomy on this aspect of the disease. 

Since the involvement is usually in the lower esoph- 
agus, the more limited procedures from the second to the 
third or from the first to the fifth thoracic segments failed 
to prevent the subsequent development of the dysphagia. 
Two of our patients who developed symptoms after a 
previous limited procedure, when subjected to a more 
extensive thoracic sympathectomy, experienced moder- 
ate to complete relief of dysphagia or substernal burning, 
with or without significant improvement by roentgeno- 
logic examination. The esophageal improvement usually, 
but not always, coincided with relief of other affected 
areas, and in several instances was decidedly helped by 
the subsequent administration of diphenhydramine, 
testosterone, Or oxytetracycline. Although the remaining 
dysphagia after sympathectomy completely disappeared 
in case 6 after a two weeks’ course of testosterone, the 
results of other medical measures on this manifestation, 
including use of corticotropin and cortisone, have not 
been encouraging. In the case mentioned, testosterone 
was administered within three weeks after operation, so 
the possible slower effect of sympathectomy cannot be 
ruled out as the cause of relief, especially as the dysphagia 
has now been absent for one and one-half years. 

It should be stated that all of the patients except the 
patient in case 31 had definite symptoms of esophageal 
involvement. No definite correlation between clinical and 
roentgenologic improvement was found. In case 31 there 
was no dysphagia but there was positive roentgenologic 
evidence. Nine months after bilateral sympathectomy of 
the Sth to the 12th thoracic segments, the roentgenograms 
were normal; 15 months after operation, however, the 
roentgenograms again showed return of the asympto- 
matic esophageal involvement. Sympathectomy gave 
varying degrees of relief to 10 of 15 patients with dys- 
phagia (in 4 the relief was complete) in follow-up 
periods of two months to four years, all these 10 having 
complete thoracic sympathetic denervation except for 
the first to the fifth. thoracic resection in one case and the 
second and third thoracic in another. One of these 15 
patients (case 26) reported no relief of dysphagia six 
months after a sympathectomy of the second and third 
thoracic ganglions, but four years later informed us that 
she could swallow with ease. Barium study, however, 
still shows the lower esophagus to be stiffened and 
sclerodermatous. In two cases dysphagia developed for 
he first time after high sympathectomies in which the 
lower esophagus was not denervated. Proving, however, 
that complete thoracic sympathetic denervation does not 
always protect the esophagus, one patient with such an 
extensive sympathectomy did not obtain relief of dys- 
phagia after operation and another died of an esophageal 
perforation two years and three months after operation. 

The extent of the operation should be individualized 
lor each patient, depending on the sites of involvement. 
The timing of subsequent denervations must also be re- 
lated to the phase of the disease, the general prognosis, 
and the progress after individual operative stages. The 
splanchnic areas of several patients were not denervated 
on one or both sides because of postural hypotension, 
which may result in significant disability in normotensive 
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patients. As a precaution, Dr. Poppen of our neuro- 
surgical staff has developed a gap operation, leaving the 
connections of the greater splanchnic nerve in earlier 
operations on both sides but later confining the gap to 
one side only. The segments left intact are usually the 
sixth, seventh, and eighth thoracic. Eight gap operations 
have been performed. Seven such patients experienced 
no postural hypotensive symptoms when the splanchnic 
bed was left innervated. When large gaps of the order of 
the 4th to the 12th thoracic segments were left bilaterally 
in four patients, results on the yoke, arm or esophagus 
were poor in all four. When a moderate gap operation 
of the order of the 6th to the 12th thoracic segments 
bilaterally was done on one patient, the result on the 


TABLE 3.—Effect of Sympathectomy on Dysphagia 


Length 
of 
Follow- 
Up, 


Procedure Yr. Remarks 


No Improvement 


Bilateral T-2 and T-3 
Bilateral T-4 to T-12 
Bilateral T-1 to T-5 
Bilateral T-2 and T-3 
Bilateral T-2 and T-3; 

L-1 to L-3 
T-1 to T-12 2% 


Dysphagia postoperatively 


Died of perforated esophagus 


Moderate Improvement 


Left stellate to L-1 % 
Right stellate to L-2 


Bilateral stellate to 


Bilateral stellate to 
L-3 


Bilateral T-1 to T-5 
Bilateral stellate to 
T-5; T-8 to T-12 
Bilateral T-2 to T-4 No dysphagia but involve- 
Bilateral T-5 to T-12 ment on roentgenogram; 
normal roentgenogram in 
9 mo. 


Complete Relief 


Right, T-1 to T-11 38% 
Left, T-1 to T-12 
Bilateral T-1 to T-12 % 
with gap T-6 to T-8 
on left 
Bilateral stellate to 


Dysphagia 8 years after pre 
vious T-2 and 8 resection 


Bilateral T-2 and T-3 Dysphagia relieved at 4 yr. 


but not at 6 mo. follow-up 
Roentgenogram at 4 yr. 
shows scleroderma of lower 
esophagus present 


face, yoke, upper extremities, and esophagus was good. 
When three small gap operations were performed, leaving 
only two or three segments on one or both sides, the 
results, including the esophagus, were good in two pa- 
tients and poor in one. This one patient, however, did 
obtain improvement of the face and yoke areas. It might 
be concluded from these experiences that it is best to 
leave the greater splanchnic connections on one side only, 
otherwise doing a complete thoracic sympathectomy, in 
order to obtain maximal results on the scleroderma of 
face, yoke, arms, and esophagus. 

Further caution concerning postural hypotension must 
prevail where quadrilateral Raynaud’s phenomenon is 
present, requiring both thoracic and lumbar denervation. 
In case 35 there was gratifying remission of facial, yoke, 
neck, laryngeal, and esophageal involvement after a 
bilateral denervation from the stellate ganglion to the 
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10th thoracic segment, but one year later the patient was 
subjected to a bilateral sympathectomy from the 11th 
thoracic to the 3rd lumbar segment for hyperhidrosis of 
the lower extremities and trunk secondary to the previous 
procedures and also for moderate scleroderma of the 
thighs. This extensive denervation, including all splanch- 
nic connections, caused marked postural hypotension, 
for which she wears a special girdle and elastic stockings. 
Before operation she had mild hypertension with 170 
mm. systolic and 100 mm. diastolic pressure. One and 
a half years postoperatively her blood pressure was 144 
mm. systolic and 76 mm. diastolic when she was in 
the prone position. In the standing position with the 
girdle on, her blood pressure fell to 100 mm. systolic and 
0 mm. diastolic. It is of interest that the healing of a wart 
over an involved and sympathectomized finger proceeded 
without incident following electrocoagulation. This par- 
ticular patient, who had her disease 10% years, has 
experienced one of our most gratifying results. She 
obtained moderate improvement of her hands, healing of 
finger ulcers, and marked improvement of the mouth, 
face, yoke area and complete disappearance of dysphagia, 
although roentgenograms still show a rigid esophagus. 
Hoarseness has greatly improved, and she no longer has 
to speak in whispers. In this case we noted a phenomenon 
sometimes observed before, namely, potentiation of the 
sympathectomy effect on the arms when a lumbar sym- 
pathectomy was done a year later. 

Twenty-five, or 66%, of this series of 38 patients had 
sympathectomies of varying extent. Seven of the 25 pa- 
tients have died, a mortality rate of 28%. There was one 
operative death. Contrary to the experience at the Mayo 
Clinic,'* we did not find a higher percentage of poor 
results in primary scleroderma than in scleroderma pre- 
ceded by Raynaud’s phenomenon for several months or 
years. 

In only 3 of the 25 patients subjected to sympathec- 
tomy did scleroderma antedate Raynaud’s disease, and 
in 3 scleroderma existed without Raynaud’s disease. Five 
of these six patients obtained some improvement from 
sympathectomy. 

Results According to Extent of Operation.—In six 
instances of resection of the second and third thoracic 
segments, the face and yoke were helped in three and 
there was no improvement in two. At the six month 
follow-up examination the esophagus was not helped in 
two, although one of these two patients reported four 
years later that dysphagia had disappeared in spite of 
persistent roentgenologic evidence of esophageal involve- 
ment (case 26). There was no improvement in the hands 
in five cases. 

Resection of the first to the fourth or fifth thoracic 
segments was done in three cases and all three patients 
were helped, two markedly, including the hands. The 
esophagus was not involved in this group of cases. The 
more extensive resections have been done the past three 
years on the patients with more widespread disease, in- 
cluding visceral involvement. Sixteen such operations 
have been performed, including the eight gap operations. 

Only 3 of these 16 extensive sympathectomies on pa- 
tients with extensive disease have brought about marked 
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improvement and 1 moderate improvement. In |? pa- 
tients with involvement of the face and yoke, these 
features were greatly improved in 9. This leaves three tp 
be called complete failures. Indeed, it is this improvemen; 
in the yoke and face where the skin has more underlying 
tissue than in the fingers, and where the blood vessels are 
less restricted between the bone and thickened hide, tha; 
has encouraged us to offer the operation to our patients 
Also, the fact that, after a sufficient follow-up period, g 
of 12 patients with esophageal involvement obtained 
some improvement has encouraged us to urge operation 
in cases of dysphagia or roentgenographic findings oj 
scleroderma of the esophagus. 

Of four patients with definite scleroderma of the lungs 
as shown by roentgenologic examination, none showed 
improvement in follow-up periods of from four months 
to four years. Two patients with laryngeal involvement 
are still hoarse, although both patients state there is some 
improvement. One patient has had operation so recently 
that an adequate follow-up has not been possible. 





















PARA-AMINOBENZOIC ACID 


The use of para-aminobenzoic acid in scleroderma has 
been advocated by Zarafonetis and co-workers * on the 
basis of its favorable effects in lupus erythematosus and 
on the possible etiological association between both of 
these “diffuse collagen diseases.” It was his reasoning 
that (1) exposure to sunlight may induce a relapse or 
cause an exacerbation of lupus erythematosus, (2) 
manifestations of sunlight sensitivity have occurred in 
persons receiving sulfonamides, and (3) since para- 
aminobenzoic acid and sulfonamides are metabolic 
antagonists, the former might possibly exert a beneficial 
effect in lupus erythematosus. He has reported good re- 
sults temporarily in three of four patients receiving from 
14 to 24 gm. daily. 

Results.—Fourteen patients received para-amino- 
benzoic acid for periods ranging from two weeks to one 
year, the average duration being three months. The dos- 
age was gradually increased to levels of 15 to 18 gm 
daily and maintained there if no serious side-effects 
occurred. Only one patient (case 28) experienced an) 
definite objective improvement. Another patient (case 4) 
believed the dysphagia and hands were slightly improved 
Five patients experienced distressing nausea and vomit. 
ing. In two patients, definite agranulocytosis occurred 
and gradually subsided when administration of the drug 
was discontinued. 

DIPHENHYDRAMINE 

O’Leary and Farber ** have observed some beneficial 
effect in the edematous phase of diffuse scleroderma b) 
high doses of diphenhydramine. It is quite likely that the 
marked anticholinergic effect of this compound, as den- 
onstrated in human beings by Rubitsky,'’ is the truer 
pharmacological explanation of this improvement. This 
is borne out by the limited to absent anticholinergic 
activity of tripelennamine and pyrilamine, which proved 
ineffective in our experience. 

Twelve patients were given diphenhydramine in doses 
of from 150 to 300 mg. daily for periods ranging from |? 
days to 15 months and averaging three months. Eight 
did not obtain relief. In case 15 quadrilateral sympathec- 
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tomy had been done two years previously. Diphenhydra- 
mine was taken for nine months for increasing dysphagia, 
which improved within two and one-half weeks of treat- 
ment. There was concomitant improvement of the early 
scleroderma of her face, neck and, to a lesser extent, 
hands within three weeks after therapy was begun. 

The patient in case 36 had acute scleroderma without 
Raynaud’s phenomenon and experienced marked loosen- 
ing of the skin about the neck, shoulder, and cheeks 
during the six months of medication. A two months’ 
course of niacin and vitamin C was also given. In case 7 
diphenhydramine was given postoperatively, which may 
have contributed to some of the facial improvement. Al- 
though no skin changes occurred in case 1, the patient’s 
cough (due to scleroderma of the lungs) was helped. No 
notable side-effects were observed other than nausea in 
one patient. Two patients were given adequate amounts 
of pyrilamine and tripelennamine without appreciable 
effect. 

. TESTOSTERONE 

The literature on the effects of sex hormones in sclero- 
derma is confusing, contradictory, and insufficient. Roth- 
man and Walker '” stated, “Too often spontaneous 
arrest has been mistaken for therapeutic effect. This is 
particularly true in relation to endocrine therapy includ- 
ing administration of thyroid, adrenal cortical extract, 
pituitary extracts and sex hormones.” Hertz and For- 
sham '® have administered large doses of testosterone to 
four patients with scleroderma. 

Results—Seven patients were given testosterone 
either by injection or sublingually or by pellet implanta- 
tion for 2 to 17 months. The dosage ranged from 10 mg. 
sublingually every two days to 150 mg. daily. One patient 
stopped the medication after one week because of voice 
changes. Two other patients developed hirsutism, one 
with voice changes and the other with some increase in 
blood pressure. No effect was demonstrable in five cases. 
In no case was an appreciable change noted in the 
Raynaud’s phenomenon. 

In case 6, a 40-year-old woman was given doses of 
50 to 150 mg. intramuscularly every other day. After 
two weeks the dysphagia, which had been present for 
five months, and roentgenologic evidence of esophageal 
involvement disappeared. Previously, a dose of 10 to 50 
mg. three times a week had produced no effect. The 
100 mg. dosage was continued for six weeks and was 
stopped because of hirsutism and voice changes. One and 
ahalf years after cessation of therapy the dysphagia had 
not recurred. As described previously, this is the same 
patient who had had a sympathectomy shortly before 
receiving testosterone. 

In case 11, a 41-year-old man was given 25 mg. three 
times weekly for three months and then linguets, 10 mg. 
twice a day, for 17 months. There was moderate healing 
and softening of the skin of his limbs and an ankle ulcer 
that appeared soon subsided during testosterone treat- 
ment. He was also taking vitamin C and priscoline® at 
the time. 

CORTICOTROPIN AND CORTISONE 

It appears from a review of the present limited experi- 
ence with these agents in scleroderma that both cortico- 
ttopin and cortisone are capable of inducing transient 


SCLERODERMA—EVANS ET AL. 897 


amelioration of the signs and symptoms without in any 
way altering the fundamental course of the disease. 
Bayles '* and his associates have reported their experi- 
ences with four cases in which corticotropin was given 
in doses of 5 to 10 mg. every six hours for two or three 
weeks. During treatment there was moderate clinical 
improvement with increase of appetite, disappearance of 
joint pains when present, some diminution of joint stiff- 
ness, tightness of the skin, dysphagia, and epigastric pain. 
None of these effects was maintained after the drug was 
stopped, and all patients returned to their former status 
two or three weeks later. Biopsies of the skin showed no 
change in the pathological histology. The experience of 
Thorn and colleagues,*° Lever and associates,*! and 
others ** with both corticotropin and cortisone has been 
comparable. 

Results.—Only six patients in this series have been 
given corticotropin or cortisone or both. There can be 
little doubt but that marked improvement, even though 
short-lived, can be produced by these agents in early 
cases. 

In case 25 a 38-year-old woman with scleroderma and 
Raynaud’s phenomenon of nine months’ duration had 
received no previous benefit from para-aminobenzoic 
ointment or priscoline.* Agranulocytosis had developed 
after administration of para-aminobenzoic acid. A course 
of corticotropin was given in daily doses of from 10 to 
25 mg. intravenously by slow drip for 10 days and then 
intramuscularly for 46 days in doses of from 25 to 40 
mg. daily. No change was noted in the scleroderma after 
a transient initial improvement. Considerable water 
brash, belching, and substernal burning developed dur- 
ing this regimen, and definite esophageal changes were 
found by roentgenogram that had not previously been 
present. She was then given cortisone for three months, 
with moderate improvement in the hands, arms, chest, 
yoke, and face areas. There was marked improvement 
in general well-being, gain of weight, and recovery from 
a neuropathic weakness of the quadriceps group in both 
legs. 

Corticotropin was given to a 45-year-old woman (case 
3) who had combined Raynaud’s disease and sclero- 
derma of the upper extremities, feet, yoke, neck, and face 
and roentgenologic changes compatible with scleroderma 
of the lungs and esophagus. After two weeks of cortico- 
tropin therapy in doses of 80 to 60 mg. a day intra- 
muscularly, moderate improvement in motility of the 
tissues over the hands and face was noted. After one 
month of therapy, there was no further improvement and 
this fact plus the development of painful local reactions 
necessitated cessation of therapy. 

The third patient (case 5), a 42-year-old man suffering 
from Raynaud’s phenomenon plus scleroderma of the 
upper extremities and neck for eight months, received 
corticotropin intramuscularly for nine weeks, commenc- 
ing with 80 mg. daily and gradually decreasing to 20 
mg. daily. No effect was noted. In case 14, a 46-year-old 
woman with Raynaud’s disease and scleroderma of the 
hands and face of many years’ duration received cor- 
tisone intramuscularly in doses ranging from 200 to 50 
mg. daily for 10 days, with no discernible effect. 
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In case 32 a 31-year-old woman had had Raynaud’s 
phenomenon since the age of 16 years and generalized 
progressive scleroderma since the age of 22 years. The 
esophagus, heart, lungs, kidneys, and parotid glands 
were affected in addition to the other usual sites. Albu- 
minuria, grade 4 +, and urea clearance of 25% were 
present. A Congo red test was negative. She was given a 
course of cortisone, 100 mg. a day intramuscularly for 
six days and 100 mg. orally for two days, without benefit. 
Treatment was discontinued because of marked leg 
edema and increased albuminuria. 

In case 26 a 43-year-old woman with Raynaud’s 
phenomenon of six years’ duration and scleroderma of 
the face, hands, and esophagus had received no benefit 
from a previous sympathectomy of the second and third 
thoracic segments on one side and the third and fourth 
thoracic segments on the other side, and from a short 
course of diphenhydramine. She was first given cortico- 
tropin in successive doses of 10 mg. intravenously by 
slow drip for 3 days, 25 mg. intramuscularly daily for 2 
weeks, and then 40 mg. intramuscularly daily for 13 
days. Although slight improvement was noted at first, 
the scleroderma then increased. She was then given 
cortisone by her home physician, without improvement. 


GLYCERYL TRINITRATE OINTMENT 
Several recent reports on the local use of a 1 to 2% 
glyceryl trinitrate ointment in peripheral vascular dis- 
orders have appeared. Lund ** has reported 30 cases of 
arteriosclerosis obliterans in which improvement, con- 
sisting of increased warmth, diminution of pain, im- 


provement in consistency of the tissues, shedding of 
gangrenous tissue, and improvement of ulcers of the 
affected extremity, was noted. This treatment also pro- 
duced varying signs of improvement in 13 cases of inter- 
mittent claudication, in 3 cases of chilblain, and in 17 
cases of Raynaud’s disease. Lund stated that this treat- 
ment deserves further consideration, since sympathec- 
tomy fails to cure Raynaud’s disease of the fingers in a 
high percentage of cases. 

Kleckner, Allen, and Wakim ** investigated the effect 
of repeated inunctions with 2% glyceryl trinitrate in 
lanolin on the blood flow and skin temperature of the 
extremities in 14 cases of Raynaud’s disease and in 8 
cases in which Raynaud’s phenomenon was associated 
with such vascular diseases as acrosclerosis (3 cases), 
chronic occlusive and occupational disease of the arteries, 
and livedo reticularis. The treatment almost invariably 
caused an increase in the blood flow and in the skin 
temperature of the digits in the cases of Raynaud’s dis- 
ease, but inconsistent increases in those with Raynaud’s 
phenomenon. Applications of lanolin alone and of 10% 
priscoline,®? 5% nicotinic acid, 3.5% methacholine 
chloride, 0.9% histamine diphosphate and 20% tetra- 
ethylammonium (etamon®) chloride, respectively, in a 
base of equal parts of petrolatum and lanolin did not 
produce any significant increase in the circulation in 
Raynaud’s disease. The therapeutic results in 15 cases 
of Raynaud’s disease and in 10 cases of Raynaud’s 
phenomenon (7 having acrosclerosis) were either very 
variable or negative. A transient dull headache developed 
in almost all the 25 cases within a half to two hours after 


the local application. 
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Results.—Our results with a 1% glyceryl trinitrate anq 
chlorophyll ointment (“nitro-chlor”) locally on sclero. 
dermatous tissues were not impressive. The treatmen; 
was applied from 2 weeks to 7 months, averaging || 
weeks. Of 15 patients receiving the agent, only 2 (cases 
12 and 18) observed slight softening of the skin. In case 
20 the patient fainted after a liberal application of the 
ointment. The persistent Raynaud’s phenomenon in case 
35 following an extensive sympathectomy was definitely 
aggravated by the treatments with the glyceryl trinitrate 
and chlorophyll ointment. The Raynaud’s phenomenon 
was slightly to moderately improved in several cases, byt 
these patients were also given definite advice concerning 
the avoidance of cold exposure, wearing gloves, smoking. 
and so forth. 5 

PRISCOL® 

Nine patients received priscol® (2-benzyl-2-imidazo- 
line) hydrochloride orally in doses of from 75 to 150 
mg. daily for an average period of over three months, 
There were no discernible therapeutic effects. Two pa- 
tients became so sensitive (“prickly”) to the pressure of 
their clothes that medication had to be discontinued. One 
became quite agitated and felt his “hair standing on end.” 


ANTIBIOTICS 

We have had two interesting remissions in our patients 
while they were receiving antibiotics—oxytetracycline in 
one case and chloramphenicol in another. The rationale 
of such therapy, if the results can be confirmed, is not 
apparent at present. Brown and his co-workers,”* how- 
ever, have obtained striking remissions in rheumatoid 
arthritis following the administration of aureomycin. 
They attribute these results to a significant alteration in 
the pleuro-pneumonia “L” organism flora in their pa- 
tients. 

Case 35 was that of a 55-year-old woman with ad- 
vanced generalized scleroderma of long standing. Twelve 
months following a bilateral sympathectomy from the 
stellate ganglion to the 10th thoracic segment, her dys- 
phagia had almost gone and the involved skin over the 
face and yoke was considerably improved. She was given 
a 101 day course of oxytetracycline, 1 gm. daily, which 
she thinks definitely increased the looseness of her skin 
and the ease of swallowing. In case 32 a 31-year-old 
woman had had Raynaud’s phenomenon since the age 
of 16 and scleroderma since 25. When seen at the clinic. 
she had generalized scleroderma of the skin, esophagus. 
lungs, kidneys, heart, and parotid glands. She obtained 
no relief during a recent pregnancy and during a course 
of cortisone, but volunteered that she obtained consider- 
able relief and loosening of the skin from an 11 day 
course of chloramphenicol. The latter had been given 
elsewhere because of the possibility of undulant fever. 
but this diagnosis could not be confirmed after prolonged 
study of her case. Her symptoms remained the same. 


ALPHA TOCOPHEROL 
Five patients received 300 mg. of alpha tocopherol 
daily for periods averaging nine weeks. None of the 
patients noted any improvement while they were receiv- 
ing tocopherol. 
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MISCELLANEOUS AGENTS 

Glucosulfone was given to two subjects on the basis of 
gndings reported by Wuerthele-Caspe, Brodkin, and 
Mermod *° of a new variety of acid-fast bacillus in smears 
from sputum, blood, nasal ulcers, and subcutaneous 
tissues Of patients with diffuse scleroderma. We were 
unable to confirm the favorable therapeutic effects of 
slucosulfone that they reported. 
~ Vitamin C, nicotinic acid, ergosterol, bismuth sodium 
triglycollamate, erythrityl tetranitrate and typhoid vac- 
cine were tried individually in a small group of patients, 
without the benefit reported by other investigators. 

We have not performed parathyroidectomy in any of 
our patients. The general present consensus is that there is 
no notable primary disturbance in either calcium metab- 
olism or parathyroid function and that the favorable 
reports in the older literature using this operation have 
not been universally accepted. 















SUMMARY OF MEDICAL TREATMENT 

We have presented our cumulative therapeutic experi- 
ence at the Lahey Clinic with 38 patients afflicted with 
diffuse progressive scleroderma. There were 26 women 
and 12 men, ranging in age from 25 to 63 years. Ray- 
naud’s phenomenon antedated the actual scleroderma in 
31 cases. The significant pathogenes's and clinical fea- 
tures of this condition have been reviewed, as has the 
previous literature and rationale.for the various treat- 
ments employed. The high incidence of esophageal 
involvement is pointed out (45% ). 

Para-aminobenzoic acid has proved disappointing. 
Only one patient in a series of 14 showed objective im- 
provement on full dosage. Agranulocytosis developed in 
two. 

Diphenhydramine in large doses produced definite 
improvement in 4 of 12 patients treated. Pyrilamine and 
tripelennamine had no effect. 

Testosterone given by injection, by pellet implantation, 
or by the sublingual route was ineffective in five cases, 
but produced definite esophageal and skin improvement 
in two. 

Neither corticotropin nor cortisone in adequate dosage 
has, on the whole, proved of great benefit in our series 
of six cases to date. Occasional transitory improvement 
was noted during administration of the hormones in 
several cases. 

Our results with a 1% glyceryl trinitrate-chlorophyll 
ointment inunction were not impressive in the 15 pa- 
tients given the agent. In one patient the condition was 
definitely aggravated by the treatment. 

Priscol® by mouth was ineffective in nine patients and 
had to be discontinued in two because of extreme local 
skin sensitivity. 

Definite improvement occurred in two patients re- 
ceiving antibiotics—in one case chloramphenicol and 
in the other oxytetracycline. These observations should 
be extended further by other observers. 

Alpha tocopherol, glucosulfone sodium, vitamin C, 
nicotinic acid, ergosterol, bismuth sodium triglycol- 
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lamate, erythrityl tetranitrate, and typhoid vaccine were 
tried individually or on a small group of patients without 
the benefit reported by other investigators. We do not 
believe that parathyroidectomy is either a rational or a 
safe procedure for this condition. 


CONCLUSIONS 

Systemic scleroderma is primarily a collagenous dis- 
ease of unknown origin with a secondary vascular role. 
Release of vascular tone has an amelioratory influence 
on about 88% of patients, mostly in the face, yoke, areas 
of the skin and symptomatically on two viscera, the 
esophagus and larynx. 

No drug therapy has been beneficial in our experience 
as consistently as extensive sympathectomy. Sympa- 
thectomy from the first to the fifth thoracic segments is 
of value when the face, yoke, and arms are involved but 
not the esophagus. However, since the esophagus was in- 
volved in 45% of our cases and in 65% of those with 
facial involvement, and since esophageal involvement is 
known to have developed in three cases after sympa- 
thectomy limited to the upper segments, we now advocate 
sympathectomy of the Ist to the 12th thoracic segments, 
leaving a gap on one side supplying the greater splanchnic 
nerve to prevent a possibly incapacitating postural hypo- 
tension in the normotensive patient. 

Patients with primary Raynaud’s disease and mild 
secondary scleroderma of the hands without facial or 
yoke involvement are now advised to undergo sympa- 
thectomy of the first to the ninth thoracic segments. 

605 Commonwealth Ave. (Dr. Evans). 





Subdural Hematoma.—Probably the most difficult decision to 
make in the management of the patient with a cerebral con- 
tusion, especially when it is severe, is the differentiation between 
cerebral edema and subacute subdural hematoma. Both condi- 
tions give rise to increased intracranial pressure. For example, 
the patient has been rendered unconscious and after the first 
12 hours emerges into a state of reflex action. Purposeful 
movements cccur. The arms and legs are withdrawn when 
painfully stimulated. The mental reaction consists in opening 
the eyes without recognition, or a fighting response to painful 
stimuli with a few “choice” words. The patient remains in this 
state for three or four days and then becomes less active, 
drifting into a state of coma. The pulse and respirations may 
become slow, but not necessarily. The pulse pressure—the 
difference between the systolic and diastolic pressures—may 
increase, but here again it does not always increase. Is this 
clinical picture cerebral edema or bleeding within the subdural 
space? 

A decision has to be made. The patient should be treated 
for the possibility of cerebral edema as the first step, unless 
the clinical course is rapid, when no time should be lost in 
performing exploratory trephines. A lumbar puncture should 
be made and after the pressure has been measured, 5 cc. of 
fluid should be removed. This is followed by an intravenous 
injection of 100 cc. of 50 per cent glucose solution. If a definite 
improvement in the clinical picture is not observed in the 
course of an hour or two, exploratory trephines under local 
anesthesia should be the next step. If, on the other hand, 
improvement is noted and is maintained for a number of hours 
and then regression observed, the conservative procedure should 
be repeated.—Robert A. Groff, M.D., Neurcsurgery: Some 
Diagnostic Problems, The Surgical Clinics of North America, 
December, 1952. 
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UNILATERAL VOCAL CORD PARALYSIS 


Louis H. Clerf, M.D., Philadelphia 


Paralysis of a vocal cord rarely is caused by disease 
of the larynx. The causes commonly are found along the 
course of the corresponding recurrent or inferior laryn- 
geal branch of the vagus nerve. They may be in the 
thoracic cavity and mediastinum, neck, or cranial cavity. 
A majority are due to lesions of the peripheral portion 
of the nerve. Approximately 10% of all cases are pro- 
duced by disease of the central nervous system. 

Paralysis of a vocal cord more often is a problem for 
the general practitioner and internist than for the laryn- 
gologist. It is common practice, however, to call on the 
laryngologist to explain the laryngeal dysfunction and to 
express an Opinion concerning the cause and treatment 
and particularly the prognosis in these cases. It would 
appear that paralysis of the larynx is a symptom or local 
manifestation of disease and not a distinct clinical entity. 
Furthermore, it is a problem with which the laryngologist 
should be familiar. 

The diagnosis of paralysis of a vocal cord is based on 
the findings observed by laryngoscopy. An etiological 
diagnosis however, is not so readily made. The paralyzed 
vocal cord may be found in a position of adduction or 
abduction or between these in an intermediate position. 
The tension may be fairly good, or the cord may be bow- 
shaped, appearing “cadaveric” and completely paralyzed. 
While there unquestionably are slight variations in these 
positions, it would simplify matters if these or similar 
designations were employed. There is much confusion in 
medical literature concerning the terms applied to the 
position of the paralyzed cord. 

Until recently it was difficult to interpret the various 
positions of a paralyzed cord on the basis of existing 
knowledge of the nerve supply. This was especially con- 
fusing when a completely paralyzed or cadaveric cord 
again resumed normal function and a presumably incom- 
pletely paralyzed vocal cord remained unchanged in a 
position of adduction with good tension for 20 to 30 
years. 

INNERVATION OF THE LARYNX 

There is a voluminous and confusing literature on the 
innervation of the larynx. The views expressed by Onodi 
and more recently by Lemere concerning the innervation 
of the intrinsic muscles of the larynx have been generally 
accepted. These, however, did not satisfactorily explain 
certain findings, particularly those following surgical 
trauma. 





Read before the Section on Laryngology, Otology and Rhinology at 
the 101st Annual Session of the American Medical Association, Chicago, 
June 11, 1952. 
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The problem was simplified by King and Gregg. who 
in 1948, directed attention to the anatomic reason for the 
various positions of a paralyzed vocal cord. They foun¢ 
that a certain number of recurrent nerves divided extra. 
laryngeally into two trunks, which supplied the abducto, 
and adductor muscles, respectively. Among their djs. 
sections of 32 nerves, 8 were divided extralaryngeally 
“within the injury zone” so that it would be possible tg 
injure one branch without damage to the other. It js of 
interest to find in Toldt’s ? “Atlas of Human Anatomy.” 
published in 1904, an excellent anatomic plate showing 
this division of the recurrent nerve into anterior and 
posterior branches. 

It also is noteworthy that in 1942, Weeks and Hinton: 
found, in dissection of 56 recurrent nerves, that 43 
(78% ) divided extralaryngeally. Later, Armstrong and 
Hinton *¢ dissected 50 cadavers to broaden these observa- 
tions and found that 73 nerves divided extralaryngeally 
and 27 persisted as single trunks until they reached the 
interior of the larynx. The most frequent point of division 
was found in close relation to the inferior thyroid artery, 
but branching also occurred in the upper third of the 
extralaryngeal portion of the nerve. 

In 1938, Lahey and Hoover * referred to the finding 
of bifid recurrent nerves but stated that it was unusual. 
There is a remarkable inconsistency in the results of these 
various studies. It also is amazing that the earlier obsery- 
ers failed to apply their observations in explaining the 
frequent “unexplainable” occurrence of paralysis follow- 
ing thyroidectomy. 

On the basis of these findings one therefore can assume 
that, if a paralyzed vocal cord is observed to rest in the 
midline and the tension is good, the recurrent nerve di- 
vided extralaryngeally and there was injury to the pos- 
terior subdivision that supplies the abductor muscle. 
The adductor group of muscles, being unopposed, had 
brought the vocal cord to the midline. In such a patient 
there is no dyspnea and the speaking voice is practically 
normal. 

If a vocal cord is completely paralyzed or cadaveric, 
being in an intermediate position between abduction and 
adduction, the entire recurrent or the vagus nerve has 
been injured. There is an absence of dyspnea, hoarseness 
is marked, and there is air wastage on coughing or talk- 
ing. This may be diminished if the opposite normal cord 
is capable of compensating by crossing the midline. It is 
important, therefore, that, when examining the laryn\, 
that the laryngologist not only ascertain that a vocal cord 
fails to move but also observe its position and its tension. 


PARALYSIS OF LARYNX OF CENTRAL ORIGIN 
Among the chief causes of paralysis of the larynx of 
central origin are progressive bulbar palsy, disseminated 
sclerosis, syringomyelia, tabes, syphilitic arteritis, vascu- 
lar accidents, tumor, abscess, and trauma involving the 
base of the skull. Because of the close proximity of the 
nuclei of the 9th, 10th, and 11th nerves on the floor of 
the fourth ventricle, unilateral paralysis of a vocal cord 
without paralysis of other muscles would be uncommon. 
In many of the cases, bilateral paralysis is oftener 0b- 
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served. The vocal cord commonly is completely para- 
iyzed, and there is loss of tension. If the vocal cord is in 
g position of adduction, the paralysis probably would be 
overlooked because of its association with other more 
obvious paralyses and an absence of laryngeal symptoms. 
six patients were observed. In four the left cord was 
iqvolved and in two the right. All were completely para- 
iyzed. In three there was hemorrhage or thrombosis, and 
in two there was progressive bulbar paralysis. In one case 
an undetermined basal lesion was present. These cases 
commonly are neurological problems. 










PARALYSIS OF THE LARYNX OF PERIPHERAL ORIGIN 


Lesions producing a peripheral paralysis may involve 
the vagus nerve at its exit from the jugular foramen and 
in its course in the neck, the superior laryngeal nerve, 
and the inferior laryngeal or recurrent branch in the 
neck or mediastinum. The causes may be conveniently 
subdivided on a broad etiological basis as follows: 
(1) mechanical, (2) neoplastic, (3) traumatic, (4) toxic 
(inflammatory ), and (5) idiopathic. 

In a study of 293 cases of unilateral paralysis of the 
larynx observed in the Bronchoscopic Clinic of the Jeffer- 
son Hospital during a 10-year period ending Dec. 31, 
1950, an attempt was made to determine the causes and 
to evaluate their diagnostic and prognostic importance. 
These were divided, as follows, from an etiological stand- 


point: 
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MECHANICAL CAUSES 


Among the common mechanical causes that may 
stretch, compress, or otherwise disturb the recurrent 
nerve are aneurysm of the aorta, cardiac enlargement, 
apical pulmonary tuberculosis with changes in the me- 
diastinal pleura, anthracosilicosis, and ‘achalasia. There 
were 26 patients in this group, and the left side of the 
larynx was paralyzed in 25. This can be explained by the 
position of the left recurrent nerve in relation to the heart, 
great vessels, and left lung. In one patient, in whom there 
was an aneurysm of the right common carotid artery, the 
paralysis was right sided. In three, there was an aneurysm 
of the arch of the aorta. In six, there was enlargement 
of one or more chambers of the heart. In four there was 
mitral stenosis. While there still is some question concern- 
ing the mechanisms of production of paralysis in certain 
cardiac lesions, its occurrence is generally recognized.* In 
[5 cases there was either pulmonary tuberculosis or 
extensive anthracosilicosis. It is stated that right-sided 
paralysis more often is observed in tuberculosis.* All of 
these involved the left nerve. In one patient there was 
found marked achalasia of the esophagus with unusual 
widening of the upper thoracic portion of the esophagus. 
The paralysis could be ascribed to undue stretching of the 
iérve, as no other cause could be determined. In 25 
patients the left vocal cord was in an intermediate posi- 
ton with loss of tension; no change was noted during 
brief periods of observation. In one case the vocal cord 
Was in a position of adduction, and the question arises 
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whether the etiological diagnosis of involvement of the 
recurrent nerve by thickened pleura in an old apical 
tuberculosis was correct. On the basis of King’s observa- 
tions of adductor paralysis, it is unexplainable if the 
entire recurrent nerve is involved. 


NEOPLASTIC CAUSES OF UNILATERAL PARALYSIS 


Neoplastic causes of unilateral paralysis are the com- 
monest group and occurred in 114 instances. These 
included 64 cases of bronchogenic carcinoma, 18 of 
esophageal carcinoma, 2 involving the trachea, 11 cases 
of mediastinal metastasis from primary extrathoracic 
carcinoma, 11 cases of carcinoma of the thyroid gland, 
and 8 cases of a varied group of neoplastic lesions. 

Of interest were 64 cases of bronchogenic carcinoma 
with an associated left-sided paralysis. In four the recur- 
rent nerve was injured at operation and a complete 
paralysis was observed postoperatively. Sixty of these 
were in males. Many of these patients were subjected to 
exploratory thoracotomy, but in no instance was a suc- 
cessful and complete removal of the carcinoma accom- 
plished. Thoracic surgeons now recognize the importance 
of checking the larynx in all cases of pulmonary or esoph- 
ageal carcinoma, for many of them consider paralysis a 
contraindication to surgery. It practically always denotes 
either metastasis or direct extension of the carcinoma to 
the mediastinum. 

Among 18 patients with carcinoma of the cervical or 
upper thoracic portion of the esophagus, there was com- 
plete unilateral paralysis in 15 not treated surgically and 
in 3 it occurred on the left side after esophagectomy. In 
the latter three the lesions were at or above the aortic 
arch. There were 15 men and 3 women. Among the non- 
surgical cases paralysis occurred on the right side in 2 
and on the left side in 13. The longer course of the left 
recurrent nerve and its closer relation to the esophagus 
undoubtedly account for this predilection. In every in- 
stance the paralysis was complete. The same explanation 
may be offered in two cases of carcinoma of the trachea. 

Complete paralysis of a vocal cord may occur as the 
initial symptom of mediastinal metastasis in surgically 
treated patients with carcinoma of the mammary gland. 
There were six in this group, five occurring in women. 
The left vocal cord was completely paralyzed in the 
entire group. Fox ‘ reported a similar series of cases and 
explained the cause of the paralysis on the basis of metas- 
tasis in the region of the recurrent nerve. In four of his 
cases the left nerve and in one the right was involved. 
In three, metastasis to nodes developed in the left supra- 
clavicular region. It therefore is important for the laryn- 
gologist who is searching for a cause of paralysis of the 
larynx to check on previous operative procedures, even 
in distant locations. 

Tumors of the thyroid gland, unless malignant, rarely 
are associated with paralysis of the vocal cord, irrespec- 
tive of their size. It is therefore a safe working rule to 
assume that paralysis of a vocal cord occuring in asso- 
ciation with a tumor of the thyroid gland probably de- 
notes a malignant growth. There were 11 instances of 
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carcinoma of the thyroid gland. The right cord was in- 
volved in six and the left in five instances. In nine the 
paralysis was complete and in two the vocal cord was 
adducted. In the latter two it may be assumed that only 
the posterior branch of the recurrent nerve supplying the 
abductor muscle was involved. Unfortunately, the patients 
were not available for follow-up. 

The remaining cases included three of Hodgkin’s dis- 
ease, one of fibroneuroma of the vagus nerve, and four 
of tumors of the neck. 


PARALYSIS FOLLOWING TRAUMA 


Paralysis following trauma is frequently observed. In 
this series there were 68 cases in which trauma was 
causative. More often the trauma is of surgical origin. 
There were 59 instances of unilateral paralysis following 
thyroidectomy, 2 in which paralysis followed divertic- 
ulectomy, and 7 in which paralysis resulted from non- 
surgical trauma to the neck. 

Injury to the recurrent nerve during thyroidectomy is 
variously explained. It occurs during the course of the 
operation and is unquestionably the result of direct 
trauma to the nerve itself. Observations made by those 
who have dissected the recurrent nerve in its course 
through the neck (and referred to earlier in this paper) 
have indicated that a variable proportion of the nerves 
divide extralaryngeally and that the common point is in 
close relation to the inferior thyroid artery. Unless one 
is aware of this and realizes that there may be two 
branches rather than a common trunk, it is conceivable 
that injury will result. The close relationship between the 
nerve and the inferior thyroid artery also can be con- 
sidered as a mitigating factor. 

Of the 59 patients observed, 49 were women and 10 
men. The right vocal cord was involved in 27 instances 
and the left in 32. The vocal cord was in a position of 
adduction with good tension in 51 instances and in an 
intermediate position in 8. 

If the vocal cord is in a position of adduction with 
good tension, the speaking voice is practically normal, 
although there may be voice disturbances immediately 
after operation and there may be some slight huskiness 
for a longer period. The singing voice, however, does not 
return to normal as long as the paralysis persists. There 
commonly is no dyspnea. To state, therefore, that the 
larynx of a patient subjected to thyroidectomy is not 
paralyzed because the voice is normal signifies a lack 
of appreciation of the fundamental problems involved. 
It is necessary to examine the larynx before one can give 
an opinion concerning the presence or absence of paraly- 
sis. There certainly are medicolegal implications that 
cannot be ignored. This is even more important in the 
patient who has had previous thyroid surgery. 

In the eight patients with complete paralysis, there was 
hoarseness with air wastage when talking and coughing. 
In cases of long duration these will be minimized, as the 
opposite cord tends to cross the midline during adduc- 
tion, thus diminishing the width of the glottic chink. 

In two patients with a left-sided, one-stage diverticu- 
lectomy, there was a complete paralysis of the left vocal 
cord with the usual hoarseness. In both there was return 
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of function within five months. The paralysis probapjy 
was the resuit of trauma induced by a retractor applied 
along the posterior aspect of the trachea in close relation 
to the nerve. Suehs * reported left-sided paralysis foljoy, 
ing diverticulectomy in four cases. 

Other forms of trauma, including gunshot and gta 
wounds of the neck as well as massive trauma, accountej 
for seven cases. These often are associated with direc, 
injury to the larynx, so that one must differentiate amone 
paralysis, cicatricial changes, disturbances in the crico. 
arytenoid joint, and hemorrhage. If the vocal cord ha 
lost its tension, it is probable that there has been injury 
to the nerve. If it is in a position of adduction, it may be 
necessary that one do a direct laryngoscopy to ascertain 
whether there is fixation of the cricoarytenoid joint before 
giving a positive opinion. 


TOXIC NEURITIS 


Under the designation of toxic or inflammatory ney. 
ritis is included a considerable group of cases of unilateral 
as well as bilateral paralysis of the larynx. Various infec. 
tious or toxic agents have been held responsible fo; 
paralysis of a recurrent nerve. As in peripheral neuritis 
elsewhere, the changes in the recurrent nerves do not 
constitute true neuritis but, more correctly, neuropathy, 
as the changes are degenerative and not inflammatory 
The agents producing this include lead, arsenic, and 
alcohol; the toxins of infectious processes, as syphilis, 
diphtheria, measles, viral diseases, and influenza; and 
certain antitoxins or serums. There has been no satis. 
factory explanation of why the vagus or recurrent nerve 
should be subjected to this selective effect, but the clinical 
evidence seems to indicate that such is the case, as shown 
in cases of unilateral and bilateral paralysis. 

There were 49 patients in this classification. In two 
cases of syphilis there was complete paralysis of a vocal 
cord. In one, normal function returned within three 
months after appropriate treatment had been completed. 
In a case of diphtheria, abductor paralysis of a vocal 
cord developed. There was no return of function after 
10 months; as no other cause of paralysis could be demon- 
strated, one had to accept either a toxic or an idiopathic 
factor as causative. A second patient who had been 
affected by diphtheria was not followed up. 

In 45 cases of unilateral paralysis in which no evi- 
dence of any organic cause for the paralysis could be 
demonstrated, there was a history of an upper respirator) 
infection, influenza, cold, or a viral infection immed: 
ately preceding the voice disturbances. In a number of 
these cases the condition was considered acute laryngitis, 
but the hoarseness persisted and an examination of the 
larynx revealed unilateral paralysis. Eleven of the px 
tients were seen within two weeks of the onset of the 
hoarseness, and in each the vocal cord was found in an 
intermediate position with loss of tension. Since no caust 
other than a viral or other toxic factor could be deter- 
mined, they have been considered under this heading. 
One probably should consider cases of vitamin deficiency 
under this heading also. There were 31 males and |4 
females, and a majority were under 35 years of age. The 
left cord was involved in 34 instances and the right in 11. 
In every case the vocal cord was in an intermedialé 
position with loss of tension. A number of these patients 
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were observed over a considerable period of time; it was 
gratifying that, in 14, normal motility and function re- 
jurned within three to five months after the onset. The 
changes during restoration of function consisted of im- 
provement in voice with a progressive return of tension 
as well as adduction of the vocal cord. The changes were 
progressive and appeared to affect all the movements, so 
hat no one group of muscles appeared to regain function 
first. 

While this is a large group of cases in which the con- 
dition was considered as being of toxic origin and due to 
peripheral neuritis, a thorough study in every instance 
failed to reveal any other possible demonstrable cause 
and in each there was a history of an infection accom- 
panying the onset of the hoarseness. A return of function 
in 14 instances certainly suggests that the cause could 
not be considered in any other category. 

While alcohol and lead are considered as common 
causes of toxic neuritis, I have not seen a single case of 
laryngeal paralysis produced by these. Experiences with 
cases of bilateral paralysis of the larynx occurring during 
measles and following the use of antitetanic serum have 
convinced me that paralysis due to so-called toxic causes 
are commoner than is generally realized and that the 
prognosis is better than in any other form. 






















IDIOPATHIC CAUSES 


In spite of efforts to determine an exact causative 
factor by a thorough study, including complete systemic 
examinations, roentgen studies, and endoscopy, a certain 
number of cases of paralysis of the larynx remains in 
which no cause can be demonstrated. In this group there 
were 36. In 26 the left nerve was involved and in 10 the 
right. In 27 the vocal cord was in an intermediate posi- 
tion with loss of tension, while in 9 it was in a position 
of adduction. 














PROGNOSIS 


What is the fate of the paralyzed cord? This obviously 
is an important question, both from a didactic and a 
prognostic standpoint. From the patient’s standpoint it 
is important to know whether there will be restoration 
of function.® 

In considering the entire group of cases it is important 
toremember that in practically all cases of paralyses pro- 
duced by neoplastic causes there is an unfavorable prog- 
nosis and restoration of function is rare. In the traumatic 
group the outlook also is not good, irrespective of the 
position of the cord. As previously stated, in two patients 
who had a diverticulectomy there was return of function, 
but in these compression of the nerve occurred. In 59 
patients with unilateral paralyses following thyroidec- 
tomy, one vocal cord in a position of adduction regained 
normal function within five months. In one patient with a 
cord in the intermediate position with loss of tension, a 
practically normal voice was regained when the vocal 
cord assumed a position of adduction five weeks after 
Operation. It is not known whether normal function was 
ultimately regained, as the patient was not observed sub- 
sequently, 

The best prognosis can be given in the group of cases 
in which the condition is presumably of toxic origin; in 
this group there were more instances of complete recov- 
ery than in all the other groups combined. It is impor- 
lant, therefore, when examining a patient with unilateral 
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paralysis of the larynx, that one ascertain whether there 
was associated influenza, or head cold at the time when 
the paralysis occurred, for this may definitely influence 
the prognosis. It is believed that, if function does not 
return within six months, the outlook is practically 


hopeless. 
DIAGNOSIS 


Nothing has been stated regarding diagnosis. Ob- 
viously the diagnosis of paralysis is based primarily on 
examination of the larynx. The question of cricoaryte- 
noid arthritis or fixation due to either inflammation or 
trauma must be considered, and if there is question a 
differentiation can be promptly made by laryngoscopy 
and manipulation of an arytenoid with the aid of forceps. 

Since the cause of paralysis rarely is found in the 
larynx, it becomes necessary to carry out a thorough and 
complete examination, which should include a general 
medical study and neurological examination as well as 
appropriate roentgen studies of the neck, chest, and 
swallowing function, serological examination and other 
blood studies that are indicated. In other words, it is 
important to eliminate all conditions that might interrupt 
the central or peripheral nerve supply of the larynx. 


TREATMENT 

There is no known plan of therapy that will aid in 
restoring the nerve supply of the larynx. In unilateral 
abductor paralysis the airway is adequate and the speak- 
ing voice usually is good, so that no mechanical treat- 
ment is required. In patients with cases of complete unilat- 
eral paralysis with loss of tension, the voice is impaired 
and the patients will be benefited by the surgical pro- 
cedures recommended by Morrison '° or Meurman."* 


CONCLUSIONS 

Neoplastic diseases, including carcinoma of the bron- 
chus, esophagus, and thyroid gland, as well as metastatic 
lesions to the mediastinum, constitute the commonest 
causes of paralysis of the larynx. In these cases the vocal 
cord always is in an intermediate position with loss of 
tension. The prognosis is hopeless so far as restoration 
of function is concerned. Trauma during thyroidectomy 
is the commonest single cause of abductor paralysis. The 
probability of restoration of function in these cases is 
remote. Appreciation of the variations in the recurrent 
nerves should be a potent prophylactic aid. The left re- 
current nerve is more frequently involved than the right 
in practically every group of cases; this can be attributed 
to its greater length and its more tortuous course. The 
sound of the voice cannot be accepted as a diagnostic 
criterion in cases of paralysis. The diagnosis should be 
based only on visualization of the larynx. The laryn- 
gologist should be familiar with the appearances of the 
paralyzed larynx and should be competent in determining 
the necessary investigations to ascertain the cause. The 
prognosis for return of function is poor in practically 
every group, with the exception of those cases in which 
the paralysis is due to so-called toxic factors. 
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EFFECTS OF MIDLETHAL DOSES OF TOTAL BODY IONIZING RADIATIONS 


Brig. Gen. Elbert DeCoursey (MC), United States Army, Washington, D.C. 


The effects of ionizing radiations on tissues, whether 
from alpha, beta, proton, or neutron particles or from 
gamma or roentgen rays, are qualitatively similar. The 
depth and intensity of the reaction differ with each source 
of radiation and with the energy of the radiation. Ionizing 
radiation changes are injurious and are easily classified 
pathologically as cellular, intercellular, and vascular. 
They may be mimicked by the effects of other agents, 
physical (heat on collagen), chemical (colchicine on cell 
nuclei), or biological (Treponema pallidum on endothe- 
lium). Not only the total amount but also the rate of 
absorption of radiation is important. The larger the 
amount of radiation absorbed, the faster is the absorp- 
tion, and the larger the volume of tissue irradiated, the 
greater is the injury. Various tissues respond in different 
degree to an equal quantity of radiation. The following 
tabulation lists adult tissues according to their approxi- 
mate order of decreasing sensitivity to radiation: 


Hemopoietic, including lymphoid, tissues 
Intestinal glands 

Gonadal epithelium 

Epithelium, skin and lens 

Endothelium 

Fibrous tissues 

Internal epithelial organs 

Cartilage and bone 

Muscle 

Neural tissue 


Much of our knowledge of radiation effects has been 
derived from experience with focal area irradiation as 
employed in therapy. With focal irradiation, considera- 
tion need be given only to the lesion and the normal fixed 
tissues around it, although systemic reactions to stress 
may also occur. Many areas are composed of tissues that 
are radioresistant. The nerve cells are highly radioresist- 
ant, but the brain can withstand only that amount of 
radiation that will not so injure its vascular network that 
nutritional interference and subsequent degeneration of 
nerve cells would result. Moderately high dosage applied 
to a muscular area is required to destroy the muscle and 
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to nullify the function it performs. In the leg, for example, 
the tissues necessary for continuing function are fairly 
resistant to radiation, and the loss of function of the leg, 
or any other part, may be of minor importance when 
compared to the economy of the integrated body. 

An entirely different approach is required in evaly. 
ating the damage from acute ionizing radiation absorp. 
tion throughout the whole body, usually called “tota] 
body radiation.” Although 5,000 r might be a tolerable 
dose of roentgen radiation to the lower leg, one tenth of 
this dose, 500 r, delivered to the entire body would 
probably result in death. Since every tissue is potentially 
affected, consideration of the relative importance of each 
tissue in the order of decreasing radiosensitivity, as 
shown in the tabulation, is paramount. 

Hemopoietic Elements.—Because the hemopoietic 
elements are so widely distributed and have such funda- 
mental functions, it follows that the entire integrated 
organism is only as resistant as these elements, the most 
radiosensitive tissues of the body. In the Japanese casu- 
alties * there was evidence of rapid and spectacular de- 
pletion of bone marrow and lymphoid cells throughout 
the body. This led to a decrease in cellular content of the 
peripheral blood, manifested, often as early as the second 
day, as a striking leukopenia and a slower but progres- 
sive oligocythemia. With reduction of the leukocytic ele- 
ments, defense against infection was diminished. Clin- 
ically recognizable infection of wounds and burns and 
leukopenic necroses of the oropharynx, lungs, intestines, 
and distal genital tract reached a peak in the third to the 
sixth weeks. Anemia became profound in the second and 
third months. The thrombocytopenia aided in producing 
a striking hemorrhagic syndrome, characterized by mul- 
tiple widespread petechiae or small ecchymoses, appear- 
ing in the second week and reaching a height at about the 
fourth week. By transfusions of fresh platelets, Cronkite ° 
and co-workers succeeded in preventing the hemorrhagic 
phase in dogs given lethal doses of total body radiation. 
These changes are manifestations of aplastic anemia from 
total body ionizing radiation, as has previously been 
suggested.* 

Regenerative attempts by the relatively resistant reticu- 
lum cells or histioblasts are seen in the bone marrow and 
the lymphoid tissues in the first week after acute radiation 
injury. These cells are so changed, however, that they 
“forget how to reproduce normally,” ° and, instead of 
granulocytic cells, their progeny temporarily simulate 
lymphoid and plasma cells. Active restoration of all 
hemopoietic cells to normal numbers at the end of three 
months was the rule in Japanese survivors. Jacobson’ 
has shown the remarkable restorative effect on hemo- 
poiesis when part of the reticuloendothelial system 
(spleen or an area of bone marrow) escapes radiation 
injury or when hemopoietic tissues from a normal animal 
are implanted or injected into an animal that has sus- 
tained total body radiation injury. 
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Intestinal Glands.—At the next level of radiosensi- 
tivity, the epithelial cells in the crypts of ileal glands 
showed injury manifested during the first two weeks by 
a few small ulcers.* The colon, although less radiosensi- 
tive than the ileum, usually was the site of ulcerative and 
pseudomembranous changes, which became common 
after the third and fourth months. It seems, then, that the 
early intestinal ulcers or pseudomembranes were prob- 
ably initiated by direct ionizing action, but the later 
changes were largely secondary to the hemopoietic break- 
down, which alloted ordinarily nonpathogenic intestinal 
flora to produce a picture often simulating that of Shigella 
dysentery.” The breakdown of hemorrhagic areas also led 
to ulceration. 

Reproductive Organs.—The third most radiosensi- 
tive tissues, the reproductive organs, appeared to sustain 
direct radiation injury, especially in the spermatogenic 
and follicular cells, which apparently was temporary and 
had little influence on survival of the individual patient. 
Hemorrhages in these organs could be regarded as sec- 
ondary to the hemopoietic defect. 

Skin.—In the skin, the fourth most sensitive tissue, the 
hair follicles were directly affected by radiation, epilation 
being the prominent manifestation. Ulceration of un- 
burned but perhaps slightly traumatized skin was in evi- 
dence, apparently not as a primary radiation effect but 
secondary to the disturbed capabilities of a radiated he- 
mopoietic system. Epithelium of the lens of the eye might 
be considered here, since lenticular opacities have been 
found after one dose of radiation in Japanese casual- 
ties ° and from low doses (45 r) in animals.° 


Endothelium.—A\lthough listed fifth in regard to mor- 
phological injury, there is some indication that radiosen- 
sitivity of the endothelial function was great enough to 
induce vascular permeability of such order that fluid and 
red blood cells escaped into the tissues; however, the in- 
creased permeability that appears after the first few days 
may be partially thrombocytopenic,* in that the platelets 
remaining are too few to prevent the escape of red blood 
cells into tissues. A changed fluid content of the blood 
was evidenced by hemoconcentration and edema, especi- 
ally in lymph nodes, the stomach, the intestines, and the 
lungs. From studies on experimental animals, Furth and 
co-workers *° have suggested that increased capillary 
permeability brings about a diversion of red blood cells 
from the blood vascular system to the lymph channels. 
Tullis ** has shown erythrophagocytosis in lymph nodes 
of Bikini animals, and Gleiser** has found striking 
erythrophagocytosis in lymph nodes one hour after total 
body radiation of dogs. Consonant with this concept, red 
lymphatic vessels and red blood cells in the sinusoids of 
lymph nodes were seen in early Japanese casualties. 
Dilated capillaries in pharyngeal and intestinal tissues 
also suggested a direct radiation effect on endothelium. 
What part of this hemorrhagic syndrome was hemo- 
poietic and what part endothelial in origin is obscure. 

Other Tissues.—In the more radioresistant tissues, 
changes caused directly by ionizing radiation were in- 
distinct in the persons receiving total body radiation. 
Secondary changes, such as hemorrhages, edema, bac- 
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terial invasion, agranulocytic necrosis, or other acellular 
inflammations, were widespread. It follows, then, that in 
the clinically important midlethal dose, that is, the dose 
range that is fatal to about 50% of exposed persons, 
total body radiation injury is manifested as aplastic 
anemia and gastrointestinal injury. Very high doses 
result in intestinal injury, with death in a few days, and 
even higher doses result in brain injury, with death ia 
a few hours. 
SUMMARY 


Normal tissues of humans are injured directly by ion- 
izing radiations in proportion to their radiosensitivities 
and to the amounts they absorb. The total body effect is 
produced largely by acute radiation injury to (a) bone 
marrow and lymphoid elements, as evidenced by hemor- 
rhage, infection with organisms ordinarily nonpatho- 
genic, and inflammatory processes, including leukopenic 
ulceration and necrosis of the external and internal body 
linings, and (b) intestinal mucosa, as evidenced by early 
gastrointestinal symptoms. Thus approximately mid- 
lethal doses of total body ionizing radiation result mainly 
in aplastic anemia combined with gastrointestinal injury. 


7th St. and Independence Ave. S. W. (25). 


7. Miller, C. P;; Hammond, C. W., and Tompkins, M.: The Incidence 
of Bacteremia in Mice Subjected to Total Body X-Radiation, AECU-739, 
United States Atomic Energy Commission, July 5, 1950, pp. 1-4. 

8. Cogan, D. G.; Martin, S. F., and Kimura, S. J.: Atom Bomb 
Cataracts, Science 110: 654-655, 1949. 

9. Upton, A. C.; Christenberry, K. W., and Furth, J.: Observations 
on the Pathogenesis of Cataracts Induced by Ionizing Radiations, A. M. A. 
Arch. Ophth., to be published. 

10. Ross, M. H.; Furth, J., and Bigelow, R. R.: Changes in Cellular 
Composition of the Lymph Caused by Ionizing Radiations, Blood 7: 417- 
428, 1952. 

11. Tullis, J. L.: The Response of Tissue to Total Body Irradiation, 
Am. J. Path. 25: 829-851, 1949. 

12. Gleiser, C. A.: The Sequence of Pathologic Events in Dogs Exposed 
to an LDioo/s0 Dose of Total Body X-Radiation, Am. J. Vet. Res., to be 
published. 





Middle Meningeal Hemorrhage.—Hemorrhage from the middle 
meningeal artery [following head injury] produces a rapid and 
characteristic syndrome. There are three important points about 
the syndrome which are essential in order to recognize it. The 
first is the fact that it is thought that the clinical picture 
requires about twelve hours to become manifest. This is in- 
correct, for in a series of 18 patients we have found that the 
average time was eight hours. It is, therefore, a rapidly de- 
veloping clinical picture. The second point is that the injury 
to the head is invariably thought to be mild because the patient 
has been either dazed or rendered unconscious for a few 
minutes. The third fact is that during the succeeding few hours 
following the injury, there is increasing headache and a gradual 
seepage into an unconscious state with signs of increasing 
intracranial pressure. Lumbar puncture does not help in the 
diagnosis until late, when it reveals an increase in cerebro- 
spinal fluid pressure which is already known by the clinical 
signs. The fluid is clear unless there is an associated cerebral 
contusion, because the bleeding occurs between the dura and 
bone and therefore never has an opportunity to enter the sub- 
arachnoid space. Examination of the eyegrounds does not 
reveal papilledema or choked disks because it takes anywhere 
from twelve to sixteen hours for it to develop. X-ray films of 
the skull rarely if ever serve a useful purpose. They may show 
a fracture across the course of the middle meningeal artery, 
but this is not an assurance that the artery has been ruptured. 
Many cases are not associated with fracture. In the last an- 
alysis, therefore, it is the frequent observation of the patient 
over a period of four to six hours that will establish the diag- 
nosis.—Robert A. Groff, M.D., Neurosurgery: Some Diagnostic 
Problems, Surgical Clinics of North America, December, 1952. 
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A PHYSICIAN’S DEBT TO MEDICINE 


William A. Barrett, M.D., Pittsburgh 


A physician’s debt to medicine can never be repaid in 
full. From the obscure country practitioner to the most 
renowned surgeon at the great medical center, each has 
received more from this, the oldest and noblest of pro- 
fessions, than the longest life can repay. From those who 
have received much, much is expected. The debt of 
every physician to his profession is comparable to the 
debt he owes to his university, his parents, and, in a 
way, to his God. In each instance, he has been given 
much, willingly and freely, without binding or difficult 
demands for repayment. In each instance, he is duty- 
bound to repay, to the best of his ability, not primarily 
in the coin of the realm but in respect, honor, and a 
sense of appreciation. The greater the gifts he has re- 
ceived and the opportunities of developing them, the 
deeper is his indebtedness. 

Each physician has traditionally begun his profes- 
sional life by receiving a degree in medicine. His doctor- 
ate proclaims to the world that the physician is capable 
of intelligently practicing his profession and that he is 
worthy of the public confidence. As part of the degree 
conferring ceremony, he pledges himself to the oath of 
Hippocrates. Thus he has fulfilled the requirements, and 
the mythical door is opened to him in that he is privi- 
leged to study and treat the ills of mankind, real and 
imagined, great and small. He necessarily becomes a 
trusted confidant and, at times, as close to his patients 
as does the man of God. Such privilege, of course, de- 
mands great responsibility, and only those of great in- 
tegrity can fulfill the requirements. A physician’s pri- 
mary responsibility is to his patient, to give the very 
best his training, ability, and judgment can offer toward 
meeting and solving each patient’s problem, immediate 
or remote. There have been very few who have ever for- 
gotten this primary principle or who have forgotten that 
all else must be secondary. For this reason alone, the 
profession has risen to and maintained its position as 
the most esteemed. We must see that it is never other- 
wise. 

How many have ever stopped to consider what each 
and every one of us owes to the profession? Our debt is 
the 2,500 years of medicine that we have received for 
the asking and have absorbed through diligent appli- 
cation and study at the cost of only personal time and 
effort. How many have consciously tried to repay this 
ancient and noble profession for the privilege of study- 
ing its wealth of scientific data, laid open to us in mil- 
lions of books and journals in libraries throughout the 
world, for the privilege of experimenting in its labora- 
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tories, for the privilege of dissecting the body Created by 
God so that we might better understand its construction 
and destruction, and for the privilege of Practicing in jt 
hospitals under the direct supervision, instruction, ang 
guidance of experienced physicians? 

In Babylon in 2000 B.C., the famous Hammuratj 
Code, which is the oldest code of laws in the world, 
regulated the practice of medicine in detail, set a scale 
of fees, and laid down penalties for malpractice. That a 
physician should lead an exemplary life, that he should 
be honest and trustworthy in all phases of his life, that 
he should have the utmost integrity, whether dealing 
with patient or colleague, that his services should be 
rendered just as graciously to the pauper or person of 
little means as to the more fortunate person are not new 
concepts nor are they outworn or out-moded. In the 
Yagur-veda, allegedly written by Brahma between the 
14th and 9th centuries B.C., a passage says that the 
medical teacher should be kind and humble to every. 
one, should always be ready to expose the good rather 
than the bad qualities of others, and should always be 
increasing his knowledge of books. He should be kind 
and considerate to his pupils and be able to explain the 
most complicated statements in the simplest and most 
perspicuous language. “Transactions in the house should 
not be bruited abroad. Money will be the recompense 
bestowed by the rich; friendship, reputation, increase of 
virtue, prayers, and gratitude will be that of the poor.” 

What Socrates did for philosophy, Hippocrates may 
be said to have done for medicine. Gomperz calls the 
Hippocratic Oath “a monument of the highest rank in 
the history of civilization.” Such high ideals were not 
new to the medicine of his day but were so accentuated 
and insisted upon by him that they have been universally 
adopted ever since. Gilbert says, “The special features 
of the Hippocratic writings that have influenced the 
evaluation of the science and art of medicine were un- 
doubtedly humility and the idea of service to the con- 
munity.” The questions the Greeks asked were “Does he 
help to make better men? Does he make a better thing?” 
“In the records of no other profession is there to be 
found so large a number of men who have combined 
intellectual pre-eminence with nobility of character. 
This higher education so much needed today is not 
given in the school, is not to be bought in the market 
place, but it has to be wrought out in each one of us for 
himself; it is the silent influence of character on char- 
acter and in no way more potent than in the contemple- 
tion of the lives of the great and good of the past, in no 
way more than in ‘the touch divine of noble naturts 
gone’.””1# 

Just as many legal interpretations have indicated that 
a privilege is balanced by a responsibility and that 4 
right involves a duty, so also is it with a student entering 
medical school. By accepting the privilege, he automati- 
cally assumes a debt to the profession, a debt for the 
use of the immeasurable mass of information he wil 
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need in his education. This is “an implicit agreement 
which is often made an explicit pledge on graduation.” 
This he is duty-bound to repay to the best of his ability 
by adding to the store of knowledge and facts and by 
upholding the professional ideals. Since the physician’s 
education is never complete and since he draws heavily 
on that mass of accumulated information as long as he 
ractices, his indebtedness increases much more rapidly 
than his contribution. For the sake of his patients, he 
must never stop borrowing, and, for his own sake as 
well as that of the profession, he must never cease 
striving to repay. We borrow from the experiences of 
thousands of men who have preceded us as well as from 
those who are our contemporaries, and we borrow from 
the vast store of knowledge and experience recorded in 
journals and books. We drink as deeply and as fully as 
our capacity and thirst may require. The price is only 
the time and effort the individual student or physician 
cares to expend. The reward is a life filled with the satis- 
faction of service to humanity, service that is an essen- 
tial, honorable, and honored livelihood; it is a prominent 
and esteemed position in society; and it is the gratitude, 
friendship, and prayers of hundreds of patients. 


REPAYING THE DEBT 


If we are to try to repay our debt, we must do three 
things. First, we must continue the advancement of 
medical lore, which is the chief investment of the pro- 
fession, by “constantly accumulating the body of knowl- 
edge stored in the minds, ideals and traditions, and in 
the publications of the medical profession.”* Each of us 
must contribute to that knowledge and to the mainte- 
nance of professional ideals. He who refuses to do this 
wrongs himself, his profession, and his patients by with- 
holding his contribution, great or small, from the com- 
mon fund of knowledge, while still profiting by the use 
of that fund. The medical societies in the United States 
(more than 300, exclusive of the American Medical As- 
sociation and its component state and county societies ) 
are one indication of the continued aim of physicians to 
improve their abilities and to render the best possible 
medical service. They are an indication that physicians 
find a “reward in the consciousness of seryice, in the 
approval and recognition of their confreres, in the satis- 
faction of their own scientific curiosity, and in the 
opportunity to contribute to and to use the total stock 
of knowledge from which all may draw.’”” 

Second, we must, as the Hippocratic Oath so specif- 
ically requires, “Teach them this art, if they shall wish 
to learn it, without fee or stipulation; and that by pre- 
cept, lecture and every other mode of instruction.” The 
teaching, of course, begins in the medical school by 
those who are associated with our universities but many 
of us, who are not so affiliated, are in daily contact with 
interns and residents. It is in our hospitals that we have 
the greatest opportunity to illustrate scientific facts of 
diagnosis and treatment, to impart the art of medicine 
by example at the bedside, and to inculcate the most 
altruistic philosophy the world has ever known. It has 
been said, “All surgeons aware of their responsibility to 
their profession and to society must inevitably be con- 
cerned with the training of those who will succeed 
them.”* Although the training of a surgeon must be 
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largely concerned with basic skills and knowledge rather 
than with particular techniques, it must also impart a 
good philosophy, for without such a philosophy the 
most superb technician would be like a statue without 
life, a body without a soul. Next to the satisfaction of 
serving patients well, is the satisfaction derived from 
training other physicians who will carry on the work, 
tradition, and ideals of the profession. The maintenance 
of the traditionally high standards of the medical pro- 
fession necessitates the training of younger men in the 
art and in the science, and, even more, it necessitates, in 
each, the development of personal sincerity, of stark 
honesty with himself, his colleagues, and his patients, 
and of utmost integrity. No one can help develop these 
characteristics, whether he is teaching students, interns, 
or residents, unless he himself has made them part of 
his own personality. 

Here also must be included those instances in which 
trained men take under their wing younger men as as- 
s:stants or residents with the understanding that these 
young men will receive ample and varied training that 
will equip them to do certain work or qualify them for 
board examinations. There must always be a sincere 
effort to properly train these young men. There must 
not be a selfish and deceitful or careless and disinter- 
ested attitude on the part of the seniors. They must not 
be allowed to exploit young physicians by taking one, 
two, or three years from their lives on the pretext of 
training when actually the training given consists of 
little more than routine chores and “observation.” 

How can we prevent this exploitation from occurring? 
The various specialties must supervise more closely the 
training programs set up in their own fields. Formal re- 
ports from department heads do not always give the 
complete picture. Occasional first-hand study by a rep- 
resentative of the specialty board or society should be 
carried out. If we continue to require set periods of 
special training for society or board eligibility, we must 
be prepared to make sure that the training required is 
actually being given. 

As a third contribution to the payment of our debt to 
medicine we must preserve the most priceless privilege 
medicine has enjoyed throughout the ages, freedom. The 
freedom of choice, both for patient and for physician, 
must be maintained if we are to maintain the standards 
of the profession. Regimentation by political control 
would be socialization whether it was called health in- 
surance or anything else. Bureaucracy would stifle initi- 
ative, choke experimentation, and reduce a noble, high- 
spirited profession to a mechanical signer of endless 
government forms. There must be no insidious control 
of our medical schools, of their admissions through 
political pressure, of hospitals or their staffs as a result 
of governmental support, or insidious control and direc- 
tion of medical practice through subsidization. We can 
and we must prevent such things by continued alertness 
to contemplated legislation at any level, by active parti- 
cipation in political affairs, by informing the public, 
through magazines, newspapers, radio, and television, 
and through patients of the position the profession is 
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taking on each piece of legislation and the reasons for 
doing so. Candidates for legislative offices at all levels 
of government should be interviewed; they should be 
questioned about their position on matters pertaining to 
health and advised of the stand taken by the profession 
on such matters. 

Finally, we can prevent insidious control by con- 
tributing, directly or through national medical societies, 
to our medical schools to help offset financial loss under 
which most of them are operating. 

In brief, we can repay our debt to medicine through 
contributions to medical knowledge, instruction and 
guidance of young physicians, and constant vigilance 
against encroachment of the freedom of our profession. 
We can repay this noble profession in kind and only in 
kind. Let us show gratitude by trying sincerely to bal- 
ance the account. 


504-508 Medical Arts Bldg. (13). 
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N-ALLYLNORMORPHINE IN TREATMENT OF 
METHORPHINAN (DROMORAN?®) HYDRO- 
BROMIDE POISONING 


Maurice Bornstein, M.D. 
Leon Yorburg, M.D., Brooklyn 


and 


Barbara Johnston, M.D., New York 


Minor alterations of the chemical structure of the more 
familiar drugs often produce compounds with unusual 
and, in some cases, paradoxical effects. Since the late 
19th century the morphine radical has been modified re- 
peatedly by different workers. Some of the more familiar 
products of this alteration are apomorphine, heroin, 
ethylmorphine hydrochloride (“dionin”), and dihydro- 
morphinone (dilaudid®) hydrochloride. In 1941 a com- 
pound was prepared differing from morphine only by the 
substitution of an allyl for the methyl group in the hetero- 
cyclic ring. This compound, N-allylInormorphine (“nal- 
line’), was investigated by Unna ‘ in 1943 and found to 
be an almost complete antagonist to the sedative, anal- 
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gesic, and respiratory depressant action of morphine 
Unna’s work has been extended by other investigator, 
who have shown that N-allylnormorphine is equally ef. 
fective in antagonizing the effects of meperidine hydro. 
chloride, methadone hydrochloride, codeine,? and qj. 
hydromorphinone. 


There have been few reports to date on the use of 
N-allylnormorphine in methorphinan (dromoran?®) hy- 
drobromide poisoning. Methorphinan hydrobromide js 
a synthetic preparation having a morphine-like action, 
This paper presents two cases of methorphinan hydro. 
bromide poisoning with dramatic relief of symptoms 
when N-allylnormorphine was used. 


REPORT OF CASES 


CasE 1.—A 53-year-old white woman was admitted to the 
hospital with complaints of vertigo and right-sided headache of 
three weeks’ duration. Physical findings were all within normal 
limits except for a blood pressure of 160/95 mm. Hg. The 
diagnosis of toxic labyrinthitis was made, and dimenhydrinate 
(dramamine®), 50 mg. every four hours, was ordered. At 12:30 
p. m., however, the patient received 50 mg. of methorphinan 
hydrobromide subcutaneously instead of dimenhydrinate. When 
seen at 1 p. m. she was in a deep coma, was cyanotic, had 
infrequent, shallow respirations at a rate of 14 per minute, and 
had cold sweating and pinpoint pupils. Nikethamide, 4 cc., was 
given at once intravenously, and 2 cc. were administered at 1:10 
p. m. This brought the patient from a comatose to a stuporous 
state and increased the rate and depth of respirations. At 1:30 
p. m. the patient was placed in an oxygen tent, an infusion of 
5% glucose with sodium chloride was started intravenously, and 
40 mg. of amphetamine was given intravenously. The ampheta- 
mine notably roused the patient to a stuporous state and increased 
the rate and depth of respirations without affecting the miotic 
pupils. Amphetamine, 40 mg., and nikethamide, 2 cc., were 
repeated at 2:30 p. m. when the respirations had fallen to 12 
per minute and effected an increase to 16 per minute; the pulse 
rate was 104 per minute. At 3 p. m. respirations were shallow 
and at the rate of 9 per minute. Amphetamine, 40 mg., and 
atropine 1/75 grain were given; the respirations became deeper 
but did not increase in rate. At 3:25 p. m. respirations were 
4 per minute and shallow, at which time amphetamine, 40 mg, 
was given intravenously but affected neither the rate nor depth 
of respirations. 

At 3:35 p. m., because of a progressive drop in respiratory 
rate despite energetic analeptic therapy, N-allylnormorphine, 
20 mg., was given slowly intravenously. Before administration, 
respirations were shallow and at a rate of 4 per minute. In three 
minutes, at 3:38 p. m., respirations were deep and at a rate of 
12 per minute. At 3:40 p. m. the respirations were 15 per minute, 
the pupils were partially dilated, and cyanotic hue was absent. 
At 3:45 p. m., 10 minutes after administration of N-allylnor- 
morphine, the patient returned from a state of coma to the point 
where she was able to answer questions clearly. The oxygen tent 
and infusion were continued. From 4 to 5 p. m. the patient, 
although lying quietly, was agitated and talked so incessantly 
that respirations were not able to be counted but were approxi- 
mated at 16 per minute. The ideational stream was repetitious 
and revolved around two main concepts, “too much medicine 
was given earlier in the day” and “these are the people [several 
persons were named] who want to get my money.” 

From 5 to 6 p. m. the patient lapsed into somnolence. At 
6 p. m. respirations were full, at a rate of 19 per minute; the 
pulse rate was 96 per minute. She was drowsy, no longer 
dysphoric, able to converse rationally, and wanted to know if 
hers was the normal reaction to the (original) medicine given 
“one hour” ago. At 6:45 p. m. the patient was drowsy, respira- 
tions had dropped to 12 per minute, and the pupils were again 
miotic. N-allylnormorphine, 10 mg. intravenously, was repeated 
at 6:50 p. m. Within four minutes respirations had increased to 
15 per minute, pupils were larger, but patient continued to be 
drowsy. At 7:55 p. m. the patient started to become restless and 
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agitated again. She started clawing at the infusion needle and 
oxygen tent and claimed that we were doing an experiment on 
her; she wanted the experiment ended and tore her way out of 
the tent. The tent and infusion were discontinued, and she started 
io take fluids by mouth at this time. At 8:30 p. m. respirations 
were 15 per minute and the patient was drowsy. At 9 p. m. the 
patient, observing the attending physician, said, “Doctor, I’m 
sorry, but that’s what I believed” (about being experimented on). 
From this time on the patient took fluids freely, slept inter- 
mittently through the night, and by the following morning was 
alert, with respirations of 18 per minute. 

Case 2.—This was the first hospital admission of a 38-year-old 
married white woman who entered the hospital with a chief 
complaint of severe back pain radiating down the left leg. The 
patient first noted onset of pain, which was described as vague 
aches, two to three weeks prior to admission when she attempted 
to arise from a sitting position. The pain was so severe at this 
time that the patient fainted. She was in continuous pain from 
that time on and stated she was comfortable only when lying 
flat. The pain was midback in position and radiated down the 
left leg. There was no previous history of trauma or symptoms 
except 10 years ago when she received a back injury in an auto- 
mobile accident. This injury did not result in disability or 
symptoms. The history was otherwise noncontributory. 

The physical examination showed blood pressure to be 120/60 
mm. Hg, pulse rate 72 per minute, respirations 18 per minute, 
and temperature 98.6 F. This well-developed, well-nourished 
woman was lying flat in bed and apparently unable to move 
without severe pain. The eye, ear, nose and throat examination 
was normal. The heart, lungs, and abdomen were normal. The 
vertebral column revealed no point of tenderness. The extremi- 
ties revealed slight shortening of left leg and marked tenderness 
of left ankle and foot, but it was otherwise normal. Neurological 
examination showed bilaterally equal and hyperactive deep 
tendon reflexes, no pathological reflexes, slight hamstring spasm 
with flexion of left leg, and no muscle weakness. The admitting 
diagnosis was sciatic syndrome, with herniation of intervertebral 
disk ruled out. 

Because of severity of pain the patient was placed on 2.5 mg. 
of methorphinan hydrobromide to be given every four to six 
hours for pain. She was given 25 mg. of methorphinan hydro- 
bromide in one dose during the second night in the hospital by 
error. The error was discovered four hours after it had been 
made. At this time on examination patient seemed lethargic but 
in no distress. Physical examination revealed no change at this 
time, but the patient was given 5 mg. of amphetamine intra- 
muscularly. She was told to move around and stay awake. 
Respiration became progressively slower in spite of stimulation, 
amphetamine intramuscularly, and caffeine intramuscularly. The 
total amount of amphetamine given was 25 mg. Total caffeine 
given was 1 gm. She became increasingly more difficult to keep 
awake. She began to talk freely, saying she knew she was going 
to die but that it didn’t matter since no one wanted her except 
her husband. She then became bradypneic and cyanotic. Oxygen 
therapy was instituted. In spite of this and previous therapy it 
was necessary to place the patient in a respirator. N-allylnor- 
morphine was given intramuscularly in doses of 5 mg. In 20 
minutes the patient began to shake violently and have slight 
spastic movements of arms and legs. Thereafter respirations 
increased, and the patient was removed from the respirator. 
She continued to improve, and within six hours her condition 
equalled that prior to methorphinan hydrobromide administra- 
tion. No apparent ill-effects were noted subsequently. 




















































COMMENT 

There is little doubt that in both these cases the use of 
N-allylnormorphine provided a specific and rapidly act- 
ing antidote for the toxic action of methorphinan hydro- 
bromide. Taking the rate of respirations as an index of 
the severity of narcosis, both these patients had received 
what would otherwise have been a lethal dose of a nar- 
cotic agent. According to Zager * and Randall * methor- 
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phinan hydrobromide is about four times as strong as 
morphine on a weight for weight basis, so that the patient 
in case 1 received the equivalent of 200 mg. of morphine 
sulfate and the one in case 2 received the equivalent of 
100 mg. of morphine sulfate. Goodman and Gilman °® 
state that, “The toxic dose [of morphine] for a normal 
adult not in pain is about 60 mg. Serious symptoms 
nearly always follow the ingestion of 100 mg. of the drug, 
and the outlook becomes progressively less hopeful as 
amounts greater than this are taken. Doses of 250 mg. 
usually cause death.” There is a body of evidence to show 
that N-allylnormorphine has a protective action against 
the respiratory depression caused by morphine, codeine, 
dihydromorphinone, metopan hydrochloride, and metha- 
done hydrochloride. Our experience indicates that 
methorphinan hydrobromide can be added to the list of 
morphine-like drugs for which N-allylnormorphine is a 
remarkably effective antidote. 

The clearly antidotal action of N-allylnormorphine 
suggests its use in cases other than those of acute poison- 
ing with the various analgesic agents. It is apparent from 
the small number of reported deaths in the United States 
from narcotic intoxication (less than 50 per year) that 
in at least a few cases where the use of a narcotic in 
therapeutic doses preceded death, the use of the nar- 
cotic was not rightly implicated in causing the death. 
In part this statistic can be explained by the lack of em- 
phasis placed on toxic effects of narcotics in less than 
toxic doses. Unlike digitalis and a few other notorious 
agents that may produce toxic effects in the therapeutic 
range of dosage, the actual toxic effects of the narcotics 
are too often incorrectly attributed to concomitant proc- 
esses such as congestive heart failure, pulmonary edema, 
and terminal shock. In these instances, where a narcotic 
has been administered and depressed respiratory rate or 
a Cheyne-Stokes type of breathing is noted, the process 
becomes more serious and it would seem that N-allylnor- 
morphine can serve to provide a differential diagnosis 
and may be life-saving *® in a number of cases where 
death would otherwise have been regarded as inevitable. 
This drug eliminates the factor of respiratory center 
depression due to any narcotics the patient received. 

N-allylnormorphine, because of its almost specific 
effect in counteracting the marked respiratory depres- 
sion caused by narcotic poisoning, suggests itself to us as 
a therapeutic test in those cases seen for the first time 
where respiratory depression is a prominent feature of 
the clinical picture. In the rare case presenting the triad 
of coma with miosis and respiratory depression, N-allyl- 
normorphine could be used to distinguish narcotic poi- 
soning from depression of the respiratory center due to 
hemorrhage in the floor of the fourth ventricle or tumor 
encroaching on the respiratory center. N-allylnormor- 





3. Zager, L. L., and others: Observations on Use of New Analgesic, 
NU-2206 (3-Hydroxy-N-Methylmorphinan Hydrobromide), J. Lab. & Clin. 
Med. 34: 1530-1537 (Nov.) 1949. 

4. Randall, L. O., and Lehmann, G.: Analgesic Action of 3-Hydroxy- 
N-Methyl Morphinan Hydrobromide (Dromoran), J. Pharmacol. & Exper. 
Therap. 99: 163-170 (June) 1950. 

5. Goodman, L., and Gilman, A.: The Pharmacological Basis of Thera- 
peutics: A Textbook of Pharmacology, Toxicology and Therapeutics for 
Physicians and Medical Students, New York, the Macmillan Company, 
1941, p. 1387. 
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phine would be a safe agent to use in these cases, as is evi- 
denced by the work of Wikler * and Eckenhoff,”* who 
have noted little or no effect on respiratory rate, pulse 
rate, or blood pressure when N-allylnormorphine was 
used in normal experimental subjects. 

An interesting side-action of N-allylnormorphine dem- 
onstrated in case 1 and briefly described by Wikler is the 
production of dysphoria. In our case the paranoid type of 
behavior was later described by our patient as something 
she could not repress at the time but for which she was 
later apologetic. Wikler states that N-allylnormorphine 
in persons not under the influence of narcotics “pro- 
duced lethargy, mild drowsiness, vivid daydreams and 
dysphoria varying in intensity from vague anxiety to 
acute panic . . . all complained of inability to repress 
such daydreams.” 

The psychiatric therapeutic implications of such an 
agent are apparent. Unlike pentobarbital sodium, which 
produces a state conducive to the release of onerous 
memories but which further requires deep psychiatric 
probing for the trigger situation before any material is 
released, N-allylnormorphine has the unique effect of 
bringing these etiological effects to the fore against the 
patient’s will and without the necessity for probing. Ob- 
viously, much work needs to be done to either confirm 
or deny these initial observations, but if true it would be 
interesting to see how this drug-induced situation could 
be controlled by the psychiatrist’s guidance. The possi- 
bility of shortening the course of psychotherapy in the 
individual case where there is a strong repression of recall 
appears to be a promising line of investigation. 


SUMMARY 


Two cases of methorphinan (dromoran®) hydrobro- 
mide poisoning are reported, both of which dramatically 
demonstrated that N-allylnormorphine (“‘nalline’”) is a 
potent and rapidly acting antidote to the toxic effects of 
methorphinan hydrobromide. The specific action of 
N-allylnormorphine suggests its use in the elimination 
of the narcotic element in complicated medical problems 
of respiratory difficulty. An interesting ancillary use of 
N-allylnormorphine in psychotherapy is suggested, 


395 Ocean Ave. (Dr. Bornstein). 


6. Wikler, A.: Effects of Large Doses of N-Allylnormorphine on Man, 
abstracted, Fed. Proc. 10: 345-346 (March) 1951. 





How Many Insects?—Workers in the division of insect identi- 
fication of the Department of Agriculture estimate that by the 
end of 1948 approximately 686,000 different species of insects 
have been described and named for the entire world. In addition 
were some 9,000 species of ticks and mites, which are not true 
insects but look like insects to the lay person. 

About two-fifths of the known kinds of insects are beetles. 
Moths and butterflies, ants, bees, wasps, and true flies comprise 
another two-fifths. 

For North America, north of Mexico, the latest figures show 
nearly 82,500 kinds of insects, plus 2,613 kinds of ticks and 
mites. Just as for the world, beetles far outnumber other kinds 
of insect life, with ants, bees and wasps, and the true flies having 
a good share. The moths and butterflies, which run second to 
beetles in the world as a whole, are in fourth place in our area, 
with 10,300 species. The true bugs are not far behind, with 
8,700 species. The remaining 5,400 species belong to the other 
19 orders.—Curtis W. Sabrosky, How Many Insects Are There?, 
Insects—The Yearbook of Agriculture, 1952. 


J.A.M.A., March 14, 1953 


WATER ACCUMULATION AS A HAZARD op 
REBREATHING IN ANESTHESIA 


Frank Cole, M.D., Lincoln, Neb. 


In the closed system of administering anesthesia, the 
patient is required to breathe into the machine and to 
inhale, unless modifications of the gaseous mixture are 
brought about, what he has previously exhaled. During 
respiration, the air is changed in three ways that might 
prompt one to modify the mixture before rebreathing: 
the oxygen content is reduced, the carbon dioxide cop. 
centration is elevated, and the amount of water js jp. 
creased. There is no difference in the absolute amounts 
of nitrogen or argon inhaled and exhaled. A fourth and 
entirely physical change is the increase in the temper- 
ature of the air, resulting from air being drawn into the 
lungs and from gas, particularly carbon dioxide, being 
removed from the blood. Gases are exhaled at approyi- 
mately body temperature. In order to counteract the 
first two changes, oxygen is added to maintain a con. 
stant level and contact with soda lime is employed to 
remove the excess of carbon dioxide, so that the exhaled 
air is no longer considered vitiated or noxious and js 
generally felt to be suitable for rebreathing. At the same 
time, anesthetic substances are added. Since no pro- 
vision has been made for the large increase in water 
content, the patient is made to breathe a mixture that js 
soon saturated with water vapor. 

The amount of water vapor in the air varies con- 
siderably with latitude, weather, and climate. It is the 
least constant constituent of the atmosphere. For the 
United States, an average value of 1% is correct. The 
number of cubic centimeters of water vapor in each 
100 cc. of saturated air at various temperatures is as 


follows: 
Ce. of Ce. of 

Water Vapor Water Vapor 
Tempera- per 100 Ce. of Tempera- per 100 Ce, of 
ture, O Saturated Air ture, O Saturated Air 

2.4 Q 6.2 

3.1 3 6.5 

44 7.3 

4.7 y 8.1 

5.0 9.5 


The range of 31 to 33 C is that of inspired air in the 
circle method of carbon dioxide absorption; the average 
is usually 32 C. The range of 38 to 42 C is that of the 
inspired air in the to-and-fro method of carbon dioxide 
absorption; the average is usually 40 C.t Most of this 
heat is derived from the heat of neutralization evolved 
in the gas machine as the carbonic acid unites with the 
hydroxides there to form water and carbonate; 13,700 
calories are liberated for each mole (18 gm.) of water 
formed.” Temperatures as high as 178 F (81.1 C) have 
been recorded within the soda lime canister during re- 
breathing anesthesia, even while using a circle absorber 
and apparently while administering trichlorethylene.’ It 
is recognized now that trichlorethylene cannot be safely 
given by the carbon dioxide absorption method, in 

Chief, Department of Anesthesiology, Lincoln General Hospital. _ 

1. Adriani, J.: The Pharmacology of Anesthetic Drugs, ed. 2, Spring: 
field, Ill., Charles C Thomas, Publisher, 1946. 

2. Adriani, J.: The Chemistry of Anesthesia, Springfield, Ill., Charles C 
Thomas, Publisher, 1946. 


3. Carden, S.: Hazards in the Use of the Closed-Circuit Technique for 
Trilene Anaesthesia, Brit. M. J. 1: 319-320, 1944. 
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which gases are exposed to soda lime. Temperatures as 

high as 42 C (107.6 F) have been reported for inspired 
oases during anesthesia produced by commonly used 
agents. 

The figure usually given for the water vapor content 
of exhaled air is 5%, and its partial pressure is given 
as 47.0,* which corresponds to 6.2%. One of the func- 
tions of respiration is the cooling of the body that is 
brought about by vaporization of water. A value of 6% 
may be permitted in view of the high temperatures of 
the gases present in the carbon dioxide absorption tech- 
nique, particularly when the breath is saturated during 
anesthesia. Water loss and heat loss, however, are dras- 
tically reduced. Water vapor is exhaled at the rate of at 
least 5 cc. per 100 cc. of exhaled air. This is the equiva- 
lent of 24 gm. of exhaled water vapor per hour. A tidal 
volume of 500 cc. and a respiratory rate of 20 per min- 
ute are assumed in these calculations. The rebreathing 
or carbon dioxide absorption technique not only fails to 
provide for the removal of the excess of water but adds 
to it. All the carbon dioxide is absorbed in the gas 
machine so that a molecule of water is formed for every 
molecule of carbon dioxide exhaled. This combination 
produces 19.3 gm. of water and liberates 14,689 cal- 
ories per hour. The sum of the amount of water vapor 
exhaled and the amount of water formed by removal of 
carbon dioxide from the machine is 43.3 gm. of water 
per hour. 

The aqueous content of the environment in the closed 
system of anesthesia may be increased by other factors. 
The water content of soda lime is 2 to 4% in the low 
moisture type and 14 to 19% in the more commonly 
used high moisture type. Water vapor can also be intro- 
duced into the gaseous mixture from water flowmeters 
and from water bacterial traps on the anesthesia ma- 
chine. Finally, anesthesia itself increases secretions that 
must often be removed from the trachea and pharynx. 
The amount of such secretions can be increased by ether 
to as much as 400% of normal. 

There is no compensation by the patient or by the 
anesthesia apparatus for this hazard of water retention, 
water accumulation, and heat retention. On the con- 
trary, a classic vicious circle may exist. Water accumu- 
lates and soon saturates the atmosphere, preventing the 
patient’s lungs from vaporizing water. This reduces heat 
loss and causes a rise in body temperature that in turn 
raises the temperature of the atmosphere and further in- 
creases the amount of water the air will hold. A seeming 
paradox occurs here, in that, as the patient is prevented 
from losing heat, the temperature of the atmosphere 
rises. While evaporation cools the body, it does so not 
by removing liquid particles at a fixed high temperature 
but by converting sufficiently heated particles of a vola- 
tile substance from the liquid to the gaseous state, taking 
from the body the large amount of heat required to do 
this, the heat of vaporization; for example, while a little 
fluid ether held in the hand may feel cold, its vapor will 
not seem to be correspondingly warm. The heat of 
vaporization is high and amounts to approximately 580 
calories per gram of water. If 100 liquid grams are at 
one temperature and 1 gm. is vaporized, then 580 
calories must be supplied by the remaining 99 gm., with 
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a considerable reduction in their temperature, since re- 
moval of only one calorie suffices to lower the temper- 
ature of 1 gm. of water by one centigrade degree. Dur- 
ing rebreathing anesthesia, the atmosphere around the 
patient can become warmer when he does, for the at- 
mosphere around him can be considered to be an 
extension of his body, having no communication with 
the outside world. 

Normal body temperature is maintained by regulated 
heat production and heat loss. The lungs play a double 
role in lowering body temperature normally. First they 
warm the tidal air and lose heat directly, and second 
they vaporize water and yield the heat of vaporization. 
The rebreathing or closed system abolishes the differ- 
ence between the temperatures of inhaled and exhaled 
gases and prevents heat loss by the first mechanism. It 
completely stops water loss through the lungs, and 
eliminates heat loss by the second route. It further in- 
creases the temperature of the gases in the machine by 
adding the heat of neutralization evolved as carbon di- 
oxide is absorbed and water is formed. Thus the re- 
breathing system tends, in three different ways, to 
increase the patient’s temperature. 

Heat loss through the lungs in the unanesthetized per- 
son can be calculated as follows: the number of calories 
(about 46) lost each minute owing to the temperature 
change of the breath equals the product of the minute 
volume respiration (about 9,000 cc.), the temperature 
difference (about 17 centigrade degrees), and the spe- 
cific heat of air (0.0003 calories per cubic centimeter 
for each degree). The loss of heat brought about by 
evaporation of water is the product of the difference in 
water vapor percentage (442%), the minute volume 


‘respiration (9,000 cc.), and the heat of vaporization 


(580/1,400 or 0.4143 for water vapor in cubic centi- 
meters) or about 170 calories per minute. It will be 
seen that inhaling cool gases and discharging them at 
body temperature causes only one-fourth as much heat 
loss as does evaporation of water in the lungs. The sum 
of the two is about 216 calories per minute or about 
13,000 calories per hour. These calories are 1/1,000 as 
large as the kilocalories used in dietetics. In the case of 
a 154 Ib. (70 kg.) person, assuming his specific heat to 
be one, this would account for a normal loss of one- 
fifth of a centigrade degree or one-third of a Fahrenheit 
degree per hour. Not only this heat loss is done away 
with but also a positive source of heat is supplied by 
the soda lime canister, which can be felt to become hot 
during rebreathing anesthesia. In addition, heat loss by 
excretion of urine and evaporation of water through the 
skin is greatly diminished. 

The presence of an excess of water may dilute the 
oxygen and produce anoxia, dilute the anesthetic gas 
and preclude proper anesthesia, cause respiratory ob- 
struction, produce pulmonary edema or atelectasis, in- 
terfere with water loss from the body, and curtail proper 
heat loss and cause a rise in body temperature. 





4. Modern Practice in Anaesthesia, Evans, F. T., editor, New York, 
Paul B. Hoeber, Inc., 1949. 

5. Handbook of Chemistry and Physics, Hodgman, C. D., editor-in- 
chief, ed. 32, Cleveland, Chemical Rubber Publishing Co., 1950. Macintosh, 
R. R., and Muskin, W. W.: Physics for the Anaesthetist, Springfield, Ill, 
Charles C Thomas, Publisher, 1947. 
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Despite the facts that one of the functions of respira- 
tion is loss of body heat, that this is impaired during 
anesthesia, and that body temperature rises under anes- 
thesia, the general impression exists that warming the 
atmosphere is good for the patient.* Modern techniques 
should include cooling the gases and even the patient. 
It is sometimes stated that humidifying the gases is 
advantageous, although we are accustomed to breathing 
a dry atmosphere all our lives and the lungs normally 
help the body to get rid of water. It is difficult to see 
why so abnormal a condition as water saturation should 
be thought of as an advantage during anesthesia. Each 
day nearly a pint of liquid water is removed from the 
body by the lungs. 

Two advantages claimed for the atmosphere in re- 
breathing anesthesia, warmth and moisture, may now 
be regarded as not necessarily beneficial but as probably 
harmful. It is not at all unlikely that in many cases such 
signs as tachypnea, tachycardia, fever, or perspiration 
may be due to failure to compensate for the accumula- 
tion of large amounts of liquid water and water vapor 
in the patient’s respiratory system and in the anesthesia 
machine. It has been shown that edema of the brain, 
associated with failure to regain consciousness,’ can 
occur after anesthesia. This condition may be present in 
minor degrees oftener than has been suspected and may 
possibly be in part due to prolonged inhalation of a 
water-saturated atmosphere, and reduction of water loss 
through the lungs, skin, and kidneys to zero. 


Operating room floors are generally mopped with 
water before every operation. In many operating suites, 
the scrub sink is in the operating room itself. Both of 
these facts contribute to the humidity of the air to which 
the patient’s body is exposed. Relative humidities of 
55% to 85% have been used in the operating room as 
a means of rendering the air electrically conductive and 
thereby reducing the hazard of explosion during anes- 
thesia in which ignition is supplied by static spark. When 
this method is employed, the patient’s entire body is 
exposed to an abnormally high absolute and relative 
humidity, while, if the closed system of anesthesia is in 
use, he is inhaling air that is completely saturated with 
water vapor. Devices that sterilize water and those that 
sterilize instruments with boiling water or steam under 
pressure are commonly located in areas connecting with 
the operating room. As they all emit water vapor, they 
tend to increase the humidity of the operating room. 

Haldane exposed himself for two and one-quarter 
hours to an atmosphere nearly saturated with water 
vapor but with the temperature at only 94 F. Although 
he did no work, he experienced much general discom- 
fort, his temperature rose to 104.2 F, and his pulse rate 
was 164.° The limit of the zone of comfort for a con- 





6. Beecher, H. K.: The Physiology of Anesthesia, New York, Oxford 
University Press, 1938. 

7. Seldon, T. H.; Faulconer, A., Jr.; Courtin, R. F., and Pino, D. M.: 
Postanesthetic Encephalopathy: The Postulation of Cerebral Edema as a 
Basis for Rational Treatment, Proc. Staff Meet., Mayo Clin. 24: 370-374, 
1949. 

8. Wright, S.: Applied Physiology, ed. 4, New York, Oxford Uni- 
versity Press, 1931. 

9. Landsberg, H.: Physical Climatology, Pennsylvania State College, 
1941, 

10. Zimmermann, B., and Wangensteen, O. H.: Observations on Water 
Intoxication in Surgical Patients, Surgery 31: 654-669, 1952. 
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scious person is 100% relative humidity at 21.8 C. 
falls to 66% at 26.7 C, to 43% at 32.2 C, to 7% at 
37.8 C, and to 0 at 38.7 C. For an unanesthetized patient. 
the “limit of the bearable” is considered to be 100% 
relative humidity at 37.8 C, 74% at 43.3 C, 55% 
48.9 C, 27% at 54.4 C, and 0 at 56.7 C.® Thus every 
patient receiving anesthesia by the carbon dioxide ab. 
sorption technique is made to breathe an atmosphere 
that is outside the zone of comfort and even beyond the 
limits of that bearable for an unanesthetized person. His 
body is, of course, not exposed to these high temper. 
atures nor to total relative humidity, so these conditions 
will not be so noxious. Nevertheless, he is under anes. 
thesia, he is somewhat poikilothermic, and he is prob. 
ably unable to vaporize water through the skin jn 
required amounts. Heat loss through the skin, both 
directly by conduction, convection, and radiation and 
indirectly by perspiration, is severely hampered as a re- 
sult of the many drapes covering the patient’s body 
during the entire operation. 

Water intoxication is seen clinically when renal func- 
tion is seriously impaired, as after deep anesthesia, 
hemorrhage, and shock and when water intake is exces- 
sive. The commonest symptom is convulsion,’® but there 
may be coma, confusion, twitching, Cheyne-Stokes 
respiration, vomiting, sweating, headache, dizziness, and 
fever. Hemolysis and hemoglobinuria may be present in 
severe cases. It may not be unreasonable to suppose 
that such a condition may be present during deep sur- 
gical anesthesia accompanied by marked retention of 
water, particularly when large amounts of nonsaline 
fluid are administered intravenously. Unanticipated 
cases of “extrarenal uremia” or lower nephron nephro- 
sis may possibly be explained on this basis. 


CONCLUSIONS 


Water accumulates in the patient’s atmosphere dur- 
ing carbon dioxide absorption anesthesia, and no pro- 
vision is made for its removal. During anesthesia by the 
carbon dioxide absorption method, the water vapor 
content of the gaseous mixture in the breathing bag is 
always at complete saturation; it is probably as high as 
5 to 8% by volume. Vaporization of water in the lungs 
and consequent heat loss from the body are hampered. 
Heat loss is normally accomplished by the lungs in two 
ways, by warming tidal air and by vaporizing water. 
Both of these mechanisms are abolished by rebreathing. 
The anesthesia machine does not lessen the problem of 
water and heat retention, because breathing takes place 
in a closed space. The situation is made doubly worse, 
because both heat and water are added in the process 
of absorbing carbon dioxide. It is suggested that vari- 
ous untoward reactions appearing during anesthesia 
may be explained on this basis. In particular, attention 
is directed to frequent unexplained episodes of drench- 
ing perspiration, which may represent inadequate at- 
tempts at compensatory water loss through the skin 
when the lungs have ceased to perform this function. 

It is suggested that attempts be made to draw off the 
liquid water always present in the breathing tubes and 
bag on the anesthesia machine, and that efforts be made 
to remove water vapor from gaseous mixture in the 
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machine. For the latter purpose, the use of various de- 
hydrating chemicals is advised, i. e., anhydrous salts as 
copper sulfate, solid carbon dioxide, concentrated sul- 
furic acid, calcium chloride, and silica gel. Some of 
these are obviously unfit for use, but calcium chloride 
and silica gel appear to be suitable substances. The 
drying agent should be exposed to the gases in the same 
manner as soda lime is for the absorption of carbon 
dioxide. While these attempts are now being made, 
other measures may also be advisable. They include 
cooling the apparatus to reduce the water vapor content 
of the atmosphere and to permit proper heat loss from 
the body, a search for an agent or method that will 
absorb carbon dioxide without the liberation of heat and 
the formation of water, and a reevaluation of the carbon 
dioxide absorption method of giving anesthesia in which 
the patient is made to breathe for hours a water-soaked 
atmosphere at a temperature as high as 107.6 F. 


2315 S. 17th St. 
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APPARATUS ACCEPTED 


The following additional product has been accepted as con- 
forming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for inclu- 
sion in Apparatus Accepted. A copy of the rules on which the 
Council bases its action will be sent on application. 


Ravpu E. De Forest, M.D., Secretary. 


Radioear Hearing Aid, Model 82 (Zephyr) 


E. A. Myers & Sons, Inc., 306 Beverly Road, Mt. Lebanon, 
Pittsburgh 16, Pa. 


Distributor: Radioear Corporation 


The Radioear Hearing Aid, Model 82, is an electronic instru- 
ment with three vacuum tubes driven by a 1.35 volt A-battery 
and 15 or 22.5 volt B-battery. Excluding controls and clothing 
clips it measures 71 by 49 by 
20 mm. Without the batteries 
it weighs 93 gm. The batteries 
add 29 gm. and the receiver 
with cord add 8 gm. In addi- 
tion to the volume control, 
there is a tone control provided 
in the form of a semi-perma- 
nent screw to be inserted by the 
distributor. 


Magnetic receivers are sup- 
plied for either air or bone con- 
duction. Sockets are provided 
for possible connection with an 
external microphone, and there 
is an internally built “pickup 
coil” which enables the user to hear a telephone conversation 
by induction from the receiver while eliminating undesired 
sounds by switching off the microphone. 

Evidence of satisfactory construction and performance was 
obtained from a laboratory acceptable to the Council. The Coun- 
cil on Physical Medicine and Rehabilitation voted to include 
the Radioear Hearing Aid, Model 82 (Zephyr), for both air and 
bone conduction, in its list of accepted devices. 


Radioear Hearing Aid, Model 82 
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The sentiment expressed in the following tribute to Dr. P. C. 
Jeans is concurred in by all of the members of the Council. 
Dr. Jeans died on Oct. 22, 1952. An account of his accomplish- 
ments was published in THE JOURNAL of the American Medical 
Association, Dec. 13, 1952, page 1500. 


JAMES R. WiLson, M.D., Secretary. 


TRIBUTE TO DR. PHILIP C. JEANS 


The Council on Foods and Nutrition of the American Medi- 
cal Association lost a highly esteemed member with the death 
of Dr. Philip C. Jeans. He was appointed to the Council by 
the Board of Trustees in 1931 shortly after it was established 
and was chairman of the Council at the time of his death. Dr. 
Jeans played an important part in the organization and growth 
of the Council and in the development of its policies. 

Dr. Jeans was an exceedingly clear thinker. His ability to go 
quickly to the point and express it in a few words made him 
an effective worker both at Council meetings and during the 
interim between meetings when the work of the Council is car- 
ried on through its Bulletin. He gave generously of his time, 
experience, and broad knowledge of foods, nutrition, and pedi- 
atrics. His help was always prompt and was given without 
compensation or thought of compensation. Great were his con- 
tributions to developing and maintaining the Council’s reputa- 
tion for fairness, soundness, and independence. 

Dr. Jeans never sought preferment; he let the job seek the 
man. But when given an assignment, whether a Council assign- 
ment or one of many others for which his knowledge and wis- 
dom were sought so frequently, he completed the work with a 
degree of perfection seldom encountered. The variety and num- 
ber of tasks for which his help was asked attests to his worth. 
Death came at the peak of his usefulness while he was in Panama 
on an assignment for the World Health Organization. 

Those fortunate enough to be associated with him knew him 
also as a good companion, an alert listener with a keen but 
kindly wit, possessor of a fund of good stories, and with a 
capacity for warm and lasting friendship. His loss will be felt 
in the fellowship that exists between Council members as well 
as in the official deliberations of the Council. 


ACCEPTED FOODS 


The following product has been accepted as conforming to 
the rules of the Council. 
JaMES R. WILSON, M.D., Secretary. 


H. J. Heinz Company, Pittsburgh 
Heinz Strained Vegetables and Salmon. 


Ingredients: Potatoes—white, salmon—skinless and practically 
boneless fillets, sweet potatoes, carrots, tomatoes—tomato solids 
added as paste, puree or tomatoes, corn starch, 50% cream, 
onions, salt and water. 

Analysis (submitted by manufacturer).—Total solids 12.62%, 
moisture 87.38%, ash 1.07%, fat (by acid hydrolysis) 1.22%, 
protein (N xX 6.25) 2.56%, total sugar as sucrose 1.31%, natural 
reducing sugar 0.86%, crude fiber 0.44%, starch 5.98%, salt 
0.70%. 


Vitamins and Minerals Per 100 Gm. 
EE MI ia dasha ee ba0e ed sstesces 840 =&.U. 
EE erates tess dd ansEbe ese ava 5e 24.4 weg 
EE. Sabicnesathbeacskeds baddeeseeines 29 ug 
Tp ca itda tc déees wok cass bsedse 3h esees 1.24 mg. 
Ee ee ee ee ee 13 mg. 
DE i <ccadth voabinakasee den Gad Ebes 45 mg 
£50 ccGn vette jie aveectedtd ea eeae 0.1 mg. 
SE Sn. Fianna Ob UES RS Mabe eb 6 cannes 0.14 mg 


Calories.—0.5 per gram; 14 per ounce. 
Use.—For use in the feeding of infants and young children. 
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POSTERIOR PITUITARY HORMONES 


In 1928, Kamm, Aldrich, Grote, Rowe, and Bugbee 
succeeded in fractionating posterior pituitary extracts 
into two components, oxytocin, predominately oxytocic, 
and vasopressin, predominately pressor and antidiuretic. 
Each fraction, however, was contaminated with about 
5% of the other. In the succeeding years, a number of 
investigators have endeavored to completely separate 
and purify the active principles, long known to be pro- 
tein in nature. Great advances have recently been made 
in this respect, largely through the work of du Vigneaud 
and his associates. 

Utilizing the newly developed techniques of counter- 
current distribution for purification and starch column 
chromatography for analysis of the constituent amino 
acids, these investigators have prepared and analyzed 
high potency oxytocic material and high potency vaso- 
pressor material.t Both preparations have been shown 
to consist of eight amino acids. Six of these, namely, 
tyrosine, proline, glutamic acid, aspartic acid, glycine, 
and cystine are common to both preparations; in addi- 
tion, oxytocin contains leucine and isoleucine while 
vasopressin contains arginine and phenylalanine. The 
amino acids are present in molar ratios approximating 
1:1 while the molar relation of any one amino acid to 
the ammonia found is 1:3. 

On biological assay ? the purified preparation of oxy- 
tocin, containing approximately 500 oxytocic units per 
milligram, showed no detectable pressor activity and an 
antidiuretic activity of less than 0.5 unit per milligram. 
On the other hand, the purified vasopressin preparation, 
containing 600 to 650 units of both pressor and anti- 
diuretic activity per milligram, contained about 30 units 
of oxytocic activity per milligram. Furthermore, when 
this preparation was extracted with dilute acetic acid 
and placed in ampuls for storage, a considerable loss of 
pressor activity and a corresponding and proportional 
loss of oxytocic activity occurred. 





1. Pierce, J. G., and du Vigneaud, V.: Studies on High Potency 
Oxytocic Material from Beef Posterior Pituitary Lobes, J. Biol. Chem. 
186: 77, 1950. Turner, R. A.; Pierce, J. G., and du Vigneaud, V.: The 
Purification and the Amino Acid Content of Vasopressin Preparations, 
ibid. 191:21, 1951. Pierce, J. G.; Gordon, S., and du Vigneaud, V.: 
Further Distribution Studies on the Oxytocic Hormones of the Posterior 
Lobe of the Pituitary Gland and the Preparation of an Active Crystalline 
Flauanite, ibid. 199: 929, 1952. 

2. Popenoe, E. A.; Pierce, J. G.; du Vigneaud, V., and Van Dyke, 
H. B.: Oxytocic Activity of Purified Vasopressin, Proc. Soc. Exper. Biol. 
& Med. 81: 506, 1952. 

1. The Case of the Trojan Dog, National Society for Medical Research 
circular, Chicago, Feb. 13, 1953. 
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No leucine or isoleucine could be detected in the 
vasopressin preparations by chromatographic analysis, 
Since this method would permit detection of 0.7% cop. 
tamination by oxytocin, such contamination could ac. 
count only for less than 3.5 oxytocic units per milligram, 
To account for the observed 30 units of oxytocic actiy. 
ity, it appears reasonable to conclude that vasopressin 
has intrinsic oxytocic activity as one of its biological 
properties. The alternative is to assume the existence of 
another oxytocic component, but this is unlikely in view 
of the parallel decline of pressor and oxytocic activity 
following dilution of the material. On the other hand, 
the absence of pressor activity and the slight trace only 
of activity noted in the extremely sensitive antidiuretic 
assay leads to the conclusion that purified oxytocin js 
devoid of pressor or antidiuretic activity. Finally, the 
fact that the highly purified vasopressor preparation 
contained the same number of pressor and antidiuretic 
units per milligram supports the concept that both ac- 
tivities are vested in the same chemical compound. 


DOGS FOR RESEARCH 


The attention of the medical profession has been 
called to a bill introduced into Congress by Repre- 
sentative Auchincloss of New Jersey and designated 
HR 216. This bill would authorize the commissioners of 
the District of Columbia to enter into agreements with 
certain organizations to carry out the functions of the 
poundmaster of the District of Columbia. It transfers 
a government function to private hands, presumably to 
save tax money and to improve efficiency. 

In the light of the facts, this is a most peculiar bill. 
In the fiscal year ending June 30, 1951, Congress ap- 
propriated $41,300 to operate the District of Columbia 
pound. Actual expenditures were $40,000.21, which 
were Offset by a revenue of $97,770 or a net profit of 
well over 100%. Since the dog population in the Dis- 
trict of Columbia from which the revenues are derived 
in the form of license fees remains reasonably constant 
and the operations of the pound also cost about the 
same from year to year, the prospects for expenditures 
made in 1952, for which figures are not yet available, 
are about the same. Neither need any different experi- 
ence be anticipated for 1953. 

Why then change this situation? In an analysis of the 
bill, the National Society for Medical Research ' points 
out that under this bill there is a provision to adjust the 
tax rate, that is, the dog tax, from time to time, to 4 
maximum of $5.00, in order to produce sufficient 
revenue to carry out the functions of the poundmaster. 
These functions are to be carried out by private organi- 
zations of nonprofit character, “dedicated to protecting 
and promoting the welfare of animals.” Such organiza- 
tions could well include antivivisection agencies, ¢s- 

ecially since the poundmaster of the District by an in- 
teresting coincidence faces compulsory retirement this 
year. He is reported to have been an ardent antivivisec- 
tionist. Thousands of unwanted stray dogs have been 
killed at the pound while institutions needing dogs for 
reszarch have been compelled to procure them else- 
where through the expenditure of public funds. 
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Aside from the dangerous possibilities of this bill in 
relation to research involving animals in the District 
of Columbia, there is the powerful influence of federal 
legislation as an example and a pattern for local legal 
enactments. HR 216 is an unnecessary bill. In a small 
way it is contrary to the expressed pledges of this ad- 
ministration to achieve government economy. Worst 
of all, it is an insidious and insulting blow at medical 
research. Physicians have the opportunity to study this 
pill and to make their wishes with regard to it known to 
their own representatives in the Congress. 


FOREIGN CIRCULATION OF THE JOURNAL 


Members of the American Medical Association might 
be interested in knowing of the reception of THE JouR- 
waL in foreign lands. More than 14,000 copies now are 
mailed outside of the United states. Many more would 
be mailed if it were not so difficult to overcome mone- 
tary considerations. In some instances, lack of money 
interferes with subscribing to THE JOURNAL; in others, 
difficulty in arranging for transferral of funds is the 
main obstacle. Every avenue is being currently explored 
by THE JOURNAL and its representatives to make as easy 
as possible the obtaining of a subscription, but time and 
patience are necessary to overcome the postwar diffi- 
culties. Even so, there are being added weekly a con- 
siderable number of names to the foreign circulation list. 
Furthermore, reports clearly indicate that many of these 
journals are read not only by those who subscribe but 
also by others who share them. 

A list of countries into which THE JOURNAL goes 
would be too long for these columns, but subscriptions 
are mailed to more than 130. Thus one can find entries 
for Afghanistan, Algeria, Borneo, Burma, Czechoslo- 
vakia, Ethiopia, Formosa, Indonesia, Malaya, Ru- 
mania, Thailand, Tunisia, and Yugoslavia—to mention 
just a few—as readily as for any of the Latin American 
countries, Canada, or other areas that are so well 
known, for example, Africa, Australia, Belgium, Den- 
mark, England, Finland, France, Germany, Greece, 
Holland, Israel, Japan, Scotland, Spain, Sweden, Swit- 
zerland, and the Union of Soviet Socialist Republics. 

Personal inquiry and correspondence suggests that 
most sections of THE JOURNAL are of interest to these 
subscribers. The original articles, the editorials, the ab- 
stracts, queries and minor notes, foreign letters, Wash- 
ington news, and the advertisements seem to hold spe- 
cial appeal, although use is made of the other sections. 
One might wonder if exclusive use of the English lan- 
guage poses any problems for readers or if it might 
seriously interfere with the obtaining of new subscribers. 
There is no doubt that the use of other languages even 
if only for summaries might be helpful to many, but the 
expenses and other factors involved so far have posed 
too many difficulties for an easy solution to the prob- 
lem. In spite of this, it is interesting to note the impres- 
sive numbers of THE JOURNAL that go into some coun- 
tries, for example, more than 300 to Argentina, 300 to 
Belgium, 800 to Brazil, 170 to Chile, 230 to Colombia, 
700 to Cuba, 100 to Czechoslovakia, 100 to Finland, 
270 to France, 190 to Germany, 200 to Greece, 530 to 
Holland, 770 to Italy, 340 to Japan, 440 to Mexico, 120 
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to Norway, 100 to Peru, 160 to Portugal, 270 to Spain, 
320 to Sweden, 240 to Switzerland, 130 to Turkey, 140 
to Uruguay, and 200 to Venezuela. 

In addition to the more than 14,000 copies of THE 
JOURNAL that are mailed to subscribers outside the 
United States, there are almost 12,000 copies of the 
nine A. M. A. special journals sent to foreign sub- 
scribers every month. This means that approximately 
26,000 persons or organizations from elsewhere in the 
world have sufficient interest in A. M. A. publications to 
subscribe to them. Other periodicals, such as the Quar- 
terly Cumulative Index Medicus, and books such as 
New and Nonofficial Remedies are also in demand, but 
their distribution is not included in the figure of 26,000. 

It is gratifying to observe such interest in A. M. A. 
activities. It is hoped that those who subscribe from 
other lands will continue to find the A. M. A. publica- 
tions helpful and also will accept these journals with 
the thought that the American Medical Association and 
the various journal contributors are pleased to have the 
opportunity to share their knowledge. Diplomatic and 
other relations between countries are indescribably im- 
portant, but they are made easier of attainment when 
good health is enjoyed in these countries. Our health 
depends on practical aspects of life, whether they be 
nutrition, sanitation, or the diagnosis and treatment of 
specific diseases. Physicians and medical researchers 
have a unique role to play in this respect and are thank- 
ful for opportunities to offer their contributions. Per- 
haps this helps explain why doctors the world over use 
the term “foreign country” only in a geographical sense. 
They know that it has no other meaning in the practice 
of medicine or research where there is a depth of com- 
mon understanding and desire to be helpful that tran- 
scends geographical boundaries so that all mankind may 
benefit. Medical meetings, medical journalism, and 
personal visits provide a broad basis for such mutual 
understanding, and each of these avenues of expression 
brings much satisfaction to those participating. 


MECHANIZATION OF WHEEL CHAIRS 


Many patients confined to wheel chairs will achieve 
new independence as the result of a public service pro- 
gram initiated by the U. S. Junior Chamber of Com- 
merce and Popular Mechanics magazine on Feb. 24. 
The more than 2,000 chapters of the Junior Chamber of 
Commerce throughout the country are sponsoring the 
building by local craftsmen of small electrical motor 
units that can be attached to wheel chairs to make them 
self-propelling. These motors will then be supplied to 
disabled persons in the community. The compact motor 
units were designed by the staff of Popular Mechanics, 
and plans for their construction are being supplied free 
of charge by that organization. Most of the necessary 
parts can be found in any commercial garage, and in 
many cases they will be supplied free or at cost by 
public-spirited citizens. The Junior Chamber of Com- 
merce and Popular Mechanics are to be commended for 
this service to the disabled and for their encouragement 
of individual initiative and responsibility, rather than 
passive dependence on government, in the solution of 
local health problems. 
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ORGANIZATION SECTION 


THE SIXTH GENERAL ASSEMBLY OF THE 
WORLD MEDICAL ASSOCIATION 


Following is an abstract of the minutes of the Proceedings 
of the World Medical Association (a more complete text may 
be found in the Bulletin of the World Medical Association). 

The Sixth General Assembly of the World Medical Associ- 
ation convened at the Parliament Building, Athens, Greece, 
on Sunday, October 12, 1952, for a four day session. Delegates 
and Alternate Delegates from 24 national medical associations 
were present. The sessions were also attended by representa- 
tives of 27 national and international organizations, including 
the World Health Organization, Council for International Or- 
ganizations of Medical Sciences, the International Red Cross, 
International College of Surgeons, the International Labour Or- 
ganization, the World Federation for Mental Health, etc. About 
100 members of the United States Committee, Inc., of The 
World Medical Association also attended the sessions. 

The first session was opened by Dr. Dag Knutson, Sweden, 
President. 


Mr. Pezmazoglon, Minister of Health of Greece, welcomed 
the doctors of the world to Greece and to Athens in the name 
of His Majesty the King of Greece. He mentioned health con- 
ditions in Greece, cooperation with the medical profession 
and the work accomplished by the American Mission to Greece. 
In closing he wished the General Assembly a successful con- 
vention. 

Dr. J. Troupin greeted the Delegates to the 6th General 
Assembly in the name of the World Health Organization and 
its Director General, Dr. Brock Chisholm. Sir Alexander Flem- 
ing presented the greetings of the Council for International 
Organizations for Medical Science to the Assembly. Greetings 
were also extended by Mr. H. M. Keyes, from the Interna- 
tional Association of Universities; Professor G. Petrilli from 
the International Social Security Association; Miss Laura Bod- 
mer, from the International Labour Organization; Nelly Micru- 
lachi, International Society for the Welfare of Cripples and 
Mrs. Sophie Ledakis, International Council of Nurses. The 
General Assembly elected Dr. George Krimpas, Greece, as 
President. 

APPLICATIONS FOR MEMBERSHIP 

On recommendation of the Council, membership was granted 
to the Union of Medical Societies of Yugoslavia (a Voluntary 
National Organization with a membership of 4,975 physicians 
and 220 dentists in a country having 6,000 medical practi- 
tioners). The two Observers from Yugoslavia were seated as 
Delegates and Dr. A. Forenbacher, one of these Delegates, 
spoke briefly on some of the problems of the profession in his 
country and their need for aid from The World Medical Asso- 
ciation. 

ANNUAL FINANCIAL REPORT 

The annual Financial Report of the Auditors for 1951 and 
the Budget for 1953 was presented by the Treasurer, Dr. Otto 
Leuch, Switzerland, and approved by the General Assembly. 
The subscription rate for 1952 was fixed at 20 Swiss centimes 
per member of a member medical association with a maxi- 
mum of 10,000 Swiss Francs. The 1,000 Swiss Franc minimum 
as established by the Sth General Assembly was abolished 
as of 1954. 

The Treasurer also presented a comparison between the ordi- 
nary income and expenses and the expenditures of the United 
States Committee, Inc., which showed that the Treasurer’s 
accounts defray less than 9% of the total expenses. 

The annual Financial Report of the United States Commit- 
tee, Inc., showing an expenditure of $106,653.03, was received, 
with a resolution of deep appreciation and gratitude to the 


United States Committee and the American Medical Agso,j, 
ation for their striking testimony of faith in the work, welfa;, 
and future of The World Medical Association. 


PLANNING COMMITTEE 

Dr. T. C. Routley, Canada, Chairman of the Planning Com. 
mittee, presented the Council approved Report to the Delegate; 

The attention of the Delegates and member associations was 
directed to By-Law 4, i, ii and iii, relative to obligations of 
member associations: 

“Obligations 4. Each Member-association shall 

(i) do all in its power to promote a knowledge of, and ay 
active interest in, the objects and work of the Association; 

(ii) reply to all inquiries and questionnaires from the Coup. 
cil as quickly as possible or within the time limit specified y 
the Council; 

(iii) keep the Council informed of any events or develop. 
ments in its country of interest to the Association.” 

In order further to implement this cooperation, it was rec. 
ommended that national medical associations be requested to 
designate an individual or committee to handle all matter 
pertaining to The World Medical Association in whatever man- 
ner fits best into the organization and functioning of tha 
national member association. 

Council Members will arrange through the Secretary Genera 
to visit member associations, on the way to and from meeting 
of the Council, and will be glad to be of any possible assistance 
to those associations in an advisory capacity. 

The Council urged the Delegates to the Sixth General 
Assembly to stimulate their national medical associations to 
pay their dues promptly and in accordance with the provisions 
of the Constitution and By-Laws. 

The Planning Committee, through the Council recommended 
that Supporting Committees of The World Medical Association 
be established by member associations in their respective coun- 
tries for the purpose of: 

A. Enlarging the interest of individual members of the na 
tional associations in the work of The World Medical Asso- 
ciation. 

B. Increasing the income of The World Medical Associ- 
ation. 

Member associations have received information relative to 
the United States Committee, Inc., and how it functions. This 
type of organization may not be adaptable for every country 
but modifications of the general plan could be made as neces 
sary. 

The Planning Committee on reviewing the finances of The 
World Medical Association estimated that the financial pros- 
pects for 1953 were approximately $43,000 short of the medi- 
cal financial support to carry on the basic work of The World 
Medical Association and provides no funds whatever for ex 
tension of program and services. The Council recommended 
that the financial goal of the organization be set high enough 
to include funds for: 

Medical Education and other Programs; 

Teams to Underdeveloped Countries; 

Aid in Organization or Re-organization of National Medical 
Associations desiring assistance. 

It also recommended that as soon as funds are available: 

A. The services of Dr. Bauer as Secretary General be ob- 
tained on a full-time basis; 

B. The staff of the Secretariat be increased; and 

C. The Secretary General be directed to visit all national 
medical associations. 
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REPORTS OF SECRETARIES 


At the Council Meeting prior to the 6th General Assembly 
the title of the Assistant Secretaries were changed to Secre- 
tary—followed by the region for which he acts—i. e., Secre- 
tary for Latin America. 

ASIA 

Dr. S. C. Sen, India, Secretary for Asia, presented a report 
on conditions in that area. He stated that there are now a 
number of medical men in the Central and Provincial Parli- 
aments of India and that the Association hopes these physicians 
will take an active part in health legislation and will be guided 
by the Indian Medical Association. It is understood that the 
government of India is about to start an insurance scheme 
for the medical care of all its employees and their dependents. 
This service will be provided by full-time salaried medical 
officers. There is considerable apathy, not only among the 
public but also in the medical profession on this subject and 
it is a difficult problem to educate them and stimulate their 
activities. 

AUSTRALASIA 

In the absence of Dr. John Hunter, Australia, Secretary 
for Australasia, Dr. L. R. Mallen (Australia) presented Dr. 
Hunter’s report on conditions in that area. This report dealt 
largely with the implementation of the National Health Serv- 
ice in Australia. This service has proceeded step-by-step in the 
development of its health program and now includes: 

a. Provision of free milk to school children. 

b. Prevention of spread of tuberculosis. 

c. Provision of life-saving and disease-preventing drugs to 
every citizen on submission to any approved chemist .of a pre- 
scription of a registered medical practitioner. 

d. Provision of free medical treatment and medicine to pen- 
sioners. 

e. Hospital Benefitt—an addition of 4/- benefits a day to 
patients in private hospitals or pay beds of public hospitals 
who contribute to voluntary hospital schemes which provide a 
minimum benefit of 6/- a day. 

f. Medical Benefitt—Commonwealth support of voluntary 
insurance against the cost of medical care. The medical prac- 
titioners will remain a completely free agent and will not be re- 
quired to comply with any statutory rule or requirement. 

A discussion followed relative to the Pharmaceutical Bene- 
fits Regulation with respect to the freedom of physicians in 
Australia to prescribe for his patients. Dr. Mallen stated that 
the physicians in Australia do not like the Pharmaceutical 
Benefits Regulation and are planning to have it repealed within 
the next 18 months. He stated that the physician may prescribe 
any drug he desires for his patient, but only those drugs on the 
list were supplied to the patient without cost. A radio and press 
education program is being carried on to inform physicians and 
patients of this measure. 

EUROPE 


Dr. P. Cibrie, France, Secretary for Europe, presented a 
report on conditions in that area in Social Security and an- 
nounced a plan for a European Health Community Treaty. 

As soon as the necessary corrections in Dr. Cibrie’s report 
on Social Security Plans in Europe are made, the report will 
be published. One of the outstanding features of this report is 
that it contains a section on opinion of the medical profession 
of the country in evaluating the medical Social Security plan. 


LATIN AMERICA 


Dr. J. A. Bustamante, Cuba, Secretary for Latin America, 
presented a report on conditions in that area and a Resolution 
from the Cuban Medical Association calling for support from 
The World Medical Association in its struggle against socializa- 
tion. 

MEDICAL EDUCATION 


Dr. J. A. Pridham, U. K., Chairman of the Committee on 
Medical Education, presented the Committee report. The Com- 
mittee had studied a resolution recommending to governments 
that the teaching of social medicine and medical ethics be in- 
cluded in medical schools. The Committee recommended that 
all national medical associations, a) adopt the Declaration of 
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Geneva and The World Medical Association Code of Medical 
Ethics; b) draw the attention of practising physicians and 
medical students to the Code as adopted by their Association 
and that the Organizing Committee of the First World Con- 
ference on Medical Education ensure that the views of prac- 
tising physicians are represented at the forthcoming Conference 
on Medical Education. This resolution was adopted, 


SOCIAL SECURITY 

The report of the activities of the Social Security Committee 
was presented by the Chairman of the Committee, Dr. Dag 
Knutson, Sweden. 

Professor Constantin J. Moutoussis of Greece presented a 
paper entitled “The Position and Function of the Doctor in 
Social Security.” He pointed out the need for a public educa- 
tion program relative to social security; Unification of the total 
social security program in any country; and the Dangers of 
full-time salaried physicians in the social security plan. 

A number of speakers were heard on this subject. Dr. 
Dekker, Holland, stressed the importance of ethical standards 
and adequate punishment administered by the medical associa- 
tion to physicians who violated the code. Dr. Gregg of the 
United Kingdom told the delegates that the National Health 
Act was now functioning easily and to the satisfaction of the 
physicians and the medical profession. Through a gentlemen’s 
agreement, government consults the profession before making 
changes in the services. Patients now pay a shilling for the 
filling of each prescription. The problem of relationship of the 
family physician to hospital service has not been solved but 
will be in the near future. 

Dr. E. Remen of Israel suggested the need for comprehen- 
sive reports on the experiences of other countries in social 
security. He stressed the importance of seeing the variables in 
relation to ultimate medical service, including such items as 
physicians remuneration method; results of treatment in home 
and clinic; psychological effects of full-time and public servants 
and private practitioners. 

Dr. N. Photinopoulos of Greece told of the poor remunera- 
tion and the lack of professional secrecy under the system in 
his country. Dr. Cibrie told of new and improved agreements 
with the social insurance companies in France and Dr. Spinelli 
stated that an improved system would start in Italy in a few 
weeks. 

Dr. Jaameri of Finland pointed out the exploitation of physi- 
cians in hospitals throughout Europe under the pretext of edu- 
cation and recommended an irvestigation to ascertain the 
number of these physicians. 

Dr. A. Mantellos of Greece noted that social security is a 
disease in Europe and that its biggest problem was finance. 
Dr. Giral of Cuba stated that there is a tendency in the world 
to provide social security for the health of all people. The 
health of the physician is also important and his economic 
situation under social security may well cause not only physi- 
cal but mental illness. 

In India, Dr. S. C. Sen reported, there is no social security 
nor do they want any. The individual families care for their 
old, unemployed, sick and needy. However, Indian government 
under the guidance of ILO is beginning to consider a social 
security program. No medical opinion has been sought by ILO 
or government and the Indian medical profession is in need of 
help and advice in this problem. 

Dr. Austin Smith, Dr. Gunnar Gundersen and Dr. E. S. 
Hamilton spoke on medical care and social security problems 
in the United States. Dr. Harold Orr of Canada reviewed the 
voluntary system as established by the medical profession in 
his country and now being considered by the government as 
the pattern to be adopted. 

Miss Laura Bodmer, ILO representative compared the Prin- 
ciples of Social Security as adopted by The World Medical 
Association with the policy of the ILO and its Minimum 
Standards of Social Security. From the remarks it would seem 
that while there was agreement on most of the principles as 
such, the implementation of these principles varied widely in 
the two organizations. 
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The discussion terminated with the adoption of the report 
and a recommendation that The World Medical Association 
sponsor a Conference on the Medical Aspects of Social Security 
as soon as possible. 


MOTIONS OF MEMBER ASSOCIATIONS 

The following motions presented by member associations 
were received by the Sixth General Assembly: 

Dr. W. Demuth of Austria presented the Resolution of the 
Austrian Medical Association requesting that the German 
language be added as a fourth official language of The World 
Medical Association. 

As this motion calls for amendment of the Articles of the 
Constitution, it requires at least nine months notice before 
action can be taken. Therefore, it was ruled that the reading 
of the motion constituted “Notice of Motion.” 

A counter motion for one working language was heard. The 
Secretary General was therefore instructed to submit a detailed 
budget of the cost of adding a fourth official language. 


SCIENTIFIC SESSION 

Summaries of abstracts of the five scientific papers presented 
at the 6th General Assembly will be published in the 1953 
issues of the Bulletin of the World Medical Association. The 
papers were as follows: 

Some Side Issues in Antibiotic Therapy, Sir Alexander 
Fleming, M.D., F.R.C.P., F.R.C.S. 

Hereditary Hemolytic Anemia in Greece, Dr. K. Horemis 
and Dr. L. Zanos. 

Contemporary Views on Tuberculosis, Dr. N. Oeconomo- 
poulos. 

Information, the Key to Health, Admiral W. H. P. Blandy, 
USN (Ret.). 

History of Medicine in the Hippocratic Era, Professor Skevos 
Zervos (Read by Dr. N. Photinopoulis). 


SELECTION OF MEETING PLACES SEVENTH GENERAL 
ASSEMBLY—1953 


The Seventh General Assembly will be held in The Hague, 
Holland, Aug. 31 to Sept. 5, 1953. 


NINTH GENERAL ASSEMBLY—1955 


Invitations to hold the Ninth General Assembly were re- 
ceived from Cuba, Australia and Austria. The decision of the 
matter being a financial one, the Council was instructed to 
investigate the ability and willingness of member associations 
to send delegates to Australia or Cuba. 

The General Assembly extended a Vote of Thanks to each 
of these associations for their invitation. 


PRESIDENT-ELECT 1952-1953 


Dr. L. A. Hulst of Holland was unanimously elected Presi- 
dent-Elect for the year 1952-1953. 


ELECTION TO COUNCIL 
The following were elected to Council for the ensuing three 
years: 
Dr. Paul Cibrie (France) 
Dr. Dag Knutson (Sweden) 
Dr. J. A. Pridham (U. K.) 


VOTES OF THANKS 


A rising Vote of Thanks was accorded to the Greek Medical 
Association for the unparalleled hospitality extended to the 
Sixth General Assembly, with special appreciation to the Or- 
ganizing Committee of which Dr. Krimpas was Chairman and 
Dr. Photinopoulos, Secretary; to the Ladies Committee; and 
the Congress Bureau; CIOMS for its generosity and financial 
assistance in helping to provide simultaneous translation; Mr. 
Milton Lasdon for tendering the luncheon to the Medical 
Editors; and the interpreters for their vigilance and forebear- 


ing. 
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THE FORTY-NINTH ANNUAL CONGRESS ON MEDICA, 
EDUCATION AND LICENSURE 


More than 500 representatives of medical schools, licensing 
and specialty boards, and the medical profession attended the 
Forty-Ninth Annual Congress on Medical Education anq 
Licensure held Feb. 8-10 in Chicago to focus attention on cur. 
rent progress, problems, and trends in medical education, anq 
training and licensure. The three day session was sponsored 
by the Council on Medical Education and Hospitals of the 
American Medical Association in cooperation with the Feder. 
ation of State Medical Boards of the United States and the 
Advisory Board for Medical Specialties. More than 50 speakers 
read papers or took part in panel discussions covering experi. 
mentation in medical education, the role of the internship in 
modern training, the impact of the national defense program, 
the progress of private fund-raising for medical schools, 
licensing problems, medical quackery, and a variety of other 
subjects. 


Dr. Louis H. Bauer, Hempstead, N. Y., President of the 
American Medical Association and secretary-general of the 
World Medical Association, appeared twice as a guest speaker, 
He addressed an afternoon session on plans for the first World 
Conference on Medical Education, which will be held next 
August in London, England, by the World Medical Association, 





Four members of a panel that discussed “The Continuing Impact of the 
National Defense Program on Medical Education” at the Annual Congress 
on Medical Education and Licensure, Feb. 8-10 in Chicago. Left to right: 
Dr. Donald G. Anderson, Secretary, Council on Medical Education and 
Hospitals, American Medical Association; Rear Adm. C. J. Brown, Deputy 
Surgeon General, U.S.N.; Brig. Gen. Louis H. Renfrow, Deputy Director, 
Selective Service System, and Col. Paul G. Armstrong, Illinois State Direc- 
tor of Selective Service. 


and he spoke on medical licensure at a dinner given by the 
Federation of State Medical Boards. Dr. Bauer, in his first 
address to the congress, reported that announcement of the 
forthcoming first World Conference on Medical Education has 
aroused tremendous interest all over the world. He predicted 
that it will be “an outstanding event in the history of medical 
education.” 

Opening the second day of the congress program, Dr. H. G. 
Weiskotten, Chairman of the A. M. A. Council on Medical 
Education and Hospitals, said that the many problems and 
experiments confronting medical schools offer great promise 
for the continued improvement of medical education. “Just 4s 
individual faculty members are continually conducting research 
for the advancement of medical science in their particular 
fields,” Dr. Weiskotten declared, “as a faculty group they 
should continually be conducting research in the field of 
medical education.” He also warned that medical schools 
“should see to it that public officials, universities, communities 
and hospitals do not place upon them responsibilities which will 
interfere with their efforts to provide for the American public 
an ever improving type of medical care through the service 
of their graduates.” 
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Sounding a similar warning, Dr. Joseph C. Hinsey, dean of 
the Cornell University Medical College and a member of the 
president's Commission on the Health Needs of the Nation, 
pointed out: “Looking ahead, political pressures and public 
opinion will make expansion necessary as has already been 
evident in a number of our medical schools. As medical edu- 
cators, we must be on guard to see that these pressures do not 
deteriorate standards.” The two great problems alfead in 
medical manpower, Dr. Hinsey said, are those of getting better 
distribution of medical personnel and of meeting the require- 
ments that will come when the demand catches up with the 
need for medical services. He made a strong plea for “greater 
cooperation between our medical schools and teaching institu- 
tions and organized. medicine in meeting the problems we have 
discussed here.” 

Demonstrating the kind of faculty interest and enthusiasm 
that Dr. Weiskotten had earlier described as necessary for 
successful experimentation, four Cleveland physicians gave a 
preliminary report on the new program of medical education 
at Western Reserve University. Dean Joseph T. Wearn, 
moderator of the panel discussion, said it is no longer possible 
for students to memorize all the facts of medical science, 
adding that “the time has come to arm students with the basic 
principles to attack medical problems.” 

Associate Dean John L. Caughey Jr., pointing out that most 
medical school programs are rigid and leave little room for 
voluntary action, declared that “the medical student is a gradu- 
ate student and needs to grow in an atmosphere conducive to 
constructive attitudes.” Dr. T. H. Ham, chairman of the com- 
mittee on medical education at Western Reserve, said the new 
curriculum is designed to correlate the biology of man, the 
principles of medicine, and the care of the patient. Dr. John 
W. Patterson, coordinator of the program for the first year, 
explained that its functions are to provide basic skill and 
knowledge, proper attitudes, and habits of self-education. 

Taking part in an 11-man panel discussion of “The Intern- 
ship in Modern Medical Education” were the members of the 
A. M. A. Advisory Committee on Internships. Dr. Victor 
Johnson, director of the Mayo Foundation for Medica! Educa- 
tion and Research, who headed that committee, presided over 
the discussion. It was based on the Advisory Committee's final 
report, which was published in the Feb. 7 issue of THE Jour- 
NAL. The panel members brought out the following major 
points. The internship still is a necessary and desirable part 
of medical training. The educational and service aspects of the 
internship are complementary, but major emphasis should be 
placed on the educational phase. Hospital staff members should 
recognize and accept their responsibility of providing effective 
teaching for interns. Except in special situations, the rotating 
internship is the most desirable type, but rotation should not 
be too rapid, and the so-called vibrating internship must be 
avoided. Teaching rounds should be planned so that interns 
see patients who represent typical problems that will be en- 
countered later in actual practice. Greater use should be made 
of private patients and outpatients in the teaching programs. 

Another 1l-man panel group, including representatives of 
the armed forces, Selective Service, medical schools, and the 
medical profession, discussed “The Continuing Impact of 
the National Defense Program on Medical Education.” The 
moderator was Dr. Donald G. Anderson, Secretary of the 
A. M. A. Council on Medical Education and Hospitals. In 
the course of the discussion, Brigadier Gen. Louis H. Renfrow, 
deputy director of the Selective Service System, said that his 
agency will continue the policy of deferring pre-professional 
Students in sufficient numbers to keep the medical schools 
filled. Dr. Harold S. Diehl, dean of the University of Minnesota 
Medical School, reported that the deferment of faculty mem- 
bers is becoming an increasingly acute problem. 

Col. William W. Roe Jr., of the Armed Forces Medical 
Policy Council, reporting on possible revisions of the “Doctor- 
Draft law,” predicted that the new legislation probably will 
establish only two priority groups: (1) those with no prior 
active military service, who will be drawn in order of their 
age, and (2) those who have had active service, to be drawn 
according to the amount of service. Colonel Roe also said that 
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the new law will provide a framework for maintaining sound 
residency programs and deferring faculty members with regard 
for the needs of both the armed forces and the civilian 
population. 


Dr. Anderson, as secretary-treasurer of the American Medi- 
cal Education Foundation, and Mr. Chase Mellen Jr., executive 
director of the National Fund for Medical Education, gave 
reports on their respective fund-raising campaigns to aid the 
medical schools. The A. M. E. F., according to Dr. Anderson, 
raised $906,553 in 1952, an increase of more than 20% over 
1951, and the number of contributors rose from just over 
1,800 to more than 7,000, an increase of 288%. He said that 
an over-all total of nearly 37,000 physicians contributed over 
$3,100,000 in direct support of medical education in 1952. 
Mr. Mellen declared that 1953 is a crucial year for the 
National Fund. The amounts raised in 1951 and 1952 represent 
a hopeful start, he pointed out, but “they fall far short of the 
$10 million additional annual income needed by the schools 
over the next few years.” 


Medical quackery and cultists came in for a good share of 
attention during the congress, particularly from Dr. Bauer and 
from Miss Norma Lee Browning, Chicago Tribune reporter, 
who spoke at a luncheon session on her experiences during 
investigations of quacks. Dr. Bauer, in his dinner address on 
medical licensure, said that “racketeering is racketeering and 
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Faculty members who reported on the experimental program of medical 
education at Western Reserve University School of Medicine, Cleveland. 
Left to right: Dr. T. H. Ham, Chairman, Committee on Medical Education 
of the General Faculty; Associate Dean John L. Caughey Jr.; Dean Joseph 
T. Wearn, moderator of the panel discussion, and Dr. John W. Patterson, 
coordinator of the first year’s program. 


fraud is fraud whether it affects the New York waterfront or 
the health of the people.” He urged steady, intensive, and wide- 
spread education of the public regarding quacks and cultists. 
“When the Federal Government pays for the instruction of 
G. I.’s in chiropractic,” Dr. Bauer declared, “it is a sad com- 
mentary on the intelligence of the Federal Government and on 
its consideration for the welfare of the public.” 


HEALTH EDUCATION RADIO SERIES 


Six theatrical and radio celebrities will star in a new series 
of health education radio programs sponsored by the Ameri- 
can Medical Association and the local county medical society 
over the National Broadcasting Company network. The series, 
entitled “Medicine, USA—1953,” will be broadcast from New 
York on six successive Saturdays, beginning March 21 and 
running through April 25, from 8:30 to 9 p. m., EST. The 
subjects are: March 21, “Never Too Old”; March 28, “Fight 
Against Pain”; April 4, “Rural Health”; April 11, “Problems 
of Deafness”; April 18, “Arthritis”; and April 25, “Gifted 
Children.” The stars for each of the programs are to be 
announced. 
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FEDERAL MEDICAL LEGISLATION 


Draft Credit for Physicians 

Under the provisions of H. R. 2955, Dr. Walter H. Judd, 
Republican Congressman from Minnesota, would allow credit 
for service in nonmedical status prior to enrollment in ASTP, 
V-12, or other government-supported educational programs 
during World War II, in determining a person’s service obli- 
gation under the doctor-draft act. This would automatically 
place many physicians in priority 4. At present, if they had 
had less than 90 days’ service as physicians, they are in priority 
1 and, if less than 21 months, in priority 2. This measure 
was referred to the Armed Services Committee. 


Physically Handicapped Persons for the Armed Forces 
Congressman Jonas (R., Ill.), in H. Res. 141, proposes to 
create a select committee of 11 members of the House of 
Representatives to study (1) the administration of the Selective 
Service Act, (2) whether there exists a reserve of regular 
officers and enlisted men who should be engaged in combat 
operations, (3) whether there is a reservoir of physically fit 
registrants who have been deferred becatse of quota fulfill- 
ments or deferment provisions placing undue burdens on cer- 
tain areas, (4) whether the induction of physically defective 
persons will have an adverse effect on combat forces or place 
an undue burden on physically fit combat personnel, (5) 
whether the induction of physically defective personnel will 
place an undue burden on rehabilitation programs for veterans, 
and (6) the Veterans Administration’s policy with respect to 
originally physically defective personnel after their discharge 
from the armed services. This committee would report its find- 
ings and recommendations before the close of the present 
Congress. This measure was referred to the Rules Committee. 


Optometrists in the Veterans Administration 

Congresswoman Rogers (R., Mass.), in H. R. 2980, would 
require the Veterans Administration to make the services of a 
qualified optometrist available to all veterans entitled to out- 
patient eye care. The present law does not require the VA 
to provide optometrists. This measure was referred to the Vet- 
erans Affairs Committee. Hearings were held on a similar bill 
in the 82nd Congress. 


Extension of Hill-Burton Act 

Senator Taft (R., Ohio) and Senator Hill (D., Ala.), in S. 
967, propose to extend the Hospital Survey and Construction 
Act (the Hill-Burton Act) from June 30, 1955, to June 30, 
1960. This measure was referred to the Committee on Labor 
and Public Welfare. 


Tax Relief for Permanently and Totally Disabled 

Senator Johnson (D., Colo.), in S. 898, proposes to grant 
an additional $600.00 exemption for disabled taxpayers and/or 
their spouses or dependents in determining income tax. This 
bill does not specify how such disability determination should 
be made. This is identical with H. R. 2701 (Dingell, D., Mich.) 
and H. R. 1725 (Rhodes, D., Pa.), and is similar to H. R. 
251 (Elliott, D., Ala.). Congressman Fine (D., N. Y.), in H. R. 
2941, proposes to effect an additional $600.00 exemption for 
the physically handicapped taxpayer in determining his income 
tax. The medical determination of disability would be made 
under regulations laid down by the Commissioner of Internal 
Revenue. This measure is identical with H. R. 2703 (Dollinger, 
D., N. Y.). Senator Johnson’s bill was referred to the Finance 
Committee, and Congressman Fine’s bill was sent to the Ways 
and Means Committee. 


Increasing Presumption of Service Connection 
for Amytrophic Lateral Sclerosis s 
Congressman Frelinghuysen (R., N. J.), by H. R. 3070, 
would establish a presumption of service connection for amyo- 
trophic lateral sclerosis developing a 10% disability or more 
within two years of separation from active service. Under the 
present law, such limitation is one year. This measure was re- 
ferred to the Veterans Affairs Committee. 





The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 
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Investigation of VA Medical and Hospital Facilities 

Congresswoman Kelly (D., N. Y.) proposes, in H. Res, {49 
to establish a select committee of seven members of the Hous. 
to be appointed by the Speaker of the House to investiga 
the medical and hospital facilities and related activities of th 
Veterans Administration for the purpose of reviewing and 
amending existing laws “with a view to insuring the adequacy 
of medical and hospital facilities for veterans.” Such a Study 
would include an investigation of the adequacy of staffs, stag. 
ing standards and recruitment of personnel of Veterans Aq. 
ministration hospitals, the number of hospitals and the neeq 
for such hospitals, the methods of administration, waiting lists 
and the adequacy of equipment and facilities. The committe. 
would report to the present Congress and make pertinent rec. 
ommendations. This measure was referred to the Committee 
on Rules. 


Federal Board of Hospitalization 

Congresswoman Rogers (R., Mass.), in H. R. 2862, would 
establish a Federal Board of Hospitalization composed of the 
Attorney General, Secretary of Defense, Secretary of the |p. 
terior, director of the Bureau of the Budget, Federal Security 
Agency Administrator, the Administrator of the General Sery. 
ices Administration, and the Administrator of Veterans Affairs, 
The last-named would be chairman. The board would seek to 
coordinate services, prevent duplications of services and over. 
building of hospitals and health facilities, and attempt to im. 
prove the efficiency of and decide the need for existing and 
proposed facilities. This bill is identical with H. R. 633 (Con. 
gressman Teague, D., Texas), previously reported, with the 
exception that the Rogers bill denies the board the authority 
to determine the manner in which “responsible heads of the 
Federal departments and agencies . . . shall operate . . 
facilities under their jurisdiction, or to require the transfer of 
medical and related personnel from one department or agency 
to another. . . .” This restriction is designed to protect the 
autonomy of the Veterans Administration. This measure was 
referred to the Veterans Affairs Committee. 


Pay-as-You-Go Federal Security for All 

Congressman Van Zandt (R., Pa.), in H. R. 3105, proposes 
to scrap the present social security system and substitute a 
plan under which 2% of the gross income of individuals and 
business firms (personal incomes exempted up to $250.00 per 
month) would be paid into a general tax fund that would be 
matched by Treasury funds annually. Annuities would be paid 
to all persons over 60 years of age, to citizens between the 
ages of 18 and 60 when disabled beyond six months, and to 
unemployed widows with children. This bill does not state 
how such disability would be determined. This measure was 
referred to the House Ways and Means Committee. 


Outlawing Treaties and Executive Agreements 
that Supersede U. S. Laws 

Congressman Norrell (D., Ark.), in H. J. Res. 171, proposes 
a constitutional amendment prohibiting the making of treaties 
that would abridge federal laws or rights granted by the Con- 
stitution. This measure is identical with S. Res. 1, by Senator 
Bricker (R., Ohio.), and 63 other Senators and is similar or 
identical with a number of other measures introduced in the 
House of Representatives. This bill was referred to the Judici- 
ary Committee. 


Federal Aid to Education 

Congressman Elliott (D., Ala.), in H. R. 2838, proposes to 
give financial aid to students in higher education. He would 
establish scholarships in ail fields of higher education by 4 
system of federal grants to the states, eventually reaching 128 
million dollars annually. This program would be administered 
by the United States Commissioner of Education, who would 
issue regulations governing the amount of the stipends and 
the selection of students. Able and needy students, including 
those in premedical courses, would be eligible for grants not 
to exceed $800.00 annually for not more than four years. 
Subsequently, medical and other professional students attend- 
ing school longer than four years would be eligible for school 
loans not to exceed $600.00 annually. Repayment of these 
loans would be insured by the government. Outstanding bal- 
ances for individuals could not exceed $2,400 at any time. This 
was referred to the Committee on Education and Labor. 
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STATE MEDICAL LEGISLATION 


jzona 

— Introduced.—H. 203, proposes regulations for the granting of appli- 
cations to perform animal experimentation upon certification that the 
applicant is qualified by training, will use animals only for the purpose of 
increasing knowledge relating to the cause, prevention, control and cure 
of disease and will do so in a humane manner and as painlessly as 
circumstances will permit. The permits would be issued, upon proper 
showing, by the director of public health. S. 68, proposes the enactment 
of a medical examiner act, which would provide for the appointment of 
a state medical examiner who should be a doctor of medicine, licensed 
to practice medicine and surgery in the state, and skilled in the pathology 
and legal medicine. 


California ° 

Bill Enacted.—S. J. R. 9, has become chapter 36 of the laws of 1953. It 
memorializes the Congress of the United States to enact the legislation 
and to appropriate moneys necessary to bring the Veterans Administration 
hospital program up to the needed standards to meet the needs of the 
veteran population of California. 


Hawaii 

Bill Introduced—S. 139, proposes to authorize taxpayers to deduct 
expenses paid for the medical care of the taxpayer, his spouse or de- 
pendent to the extent that such expense does not exceed 5% of the tax- 
payer’s adjusted gross income. The term “medical care’”* under the proposal 
would include amounts paid for the diagnosis, cure, mitigation, treatment, 
or prevention of disease or for the purpose of affecting any structure of 
function of the body (including amounts paid for accident or health 
insurance). 


New Hampshire 

Bill Introduced.—H. 144, proposes the enactment of a hospital lien law. 
H. 290, proposes that the facilities of every publicly owned hospital 
including any hospital soliciting or accepting public donations, shall be 
open for the use of any physician or surgeon licensed to practice in the 
state, regardless of membership or lack of membership in any local, 
county, state, or national medical association. 


New Mexico 

Bills Introduced.—H. 125, proposes the procedure applicable to the 
state board of examiners in the basic science, the state board of medical 
examiners, and other professional licensing boards for hearings on the 
revocation of a previously issued certificate of practice. H. 227, proposes 
the creation of a state naturopathic board of examiners and defines 
naturopathy as that philosophy and system of the healing art of prevention, 
diagnosis, and the care of and treatment of human ills, diseases, traumas, 
deformities, functions, and the obstetric process by the use of the several 
properties of air, light, heat, cold, water, mechanics, electricity, instrumen- 
tation, manipulation, and psychology, together with the use of such 
substances of plants, animal or mineral origin, as are naturally found in 
or required by assimilable by the body, excluding major surgery, x-ray, 
and radium for therapeutic purposes. H. 306, proposes to authorize a 
court in any civil or criminal proceeding in which an issue arises which 
requires expert evidence to appoint one or more experts to testify at the 
trial. S. J. M. 5, proposes to memorialize all of the various state pro- 
fessional and occupational examining boards to administer provisions of 
the law establishing such boards in a fair and reasonable manner and to 
admit to practice and license persons qualified under reasonable standards. 
S. 126, proposes the creation of the position of county medical examiner 
and proposes that such medical examiner shall be a qualified doctor of 
medicine duly licensed by the state board of medical examiners. He 
shall perform such examinations of deceased or living persons as may 
be requested by the district attorney and shall have authority to perform 
autopsies upon deceased persons upon request of the district attorney 
when the death of such person is the subject of an inquest or foul 
play is suspected. S. 159, proposes to require physicians, osteopaths and 
other practitioners of the healing art to report all instances of rape and 
of gunshot wounds to the district attorney. S. 164, proposes that in the 
management of public hospitals equal rights and privileges, care, and 
treatment shall and must be given to all persons and that no discrimina- 
tion will be based on race, color, or creed, shall be permitted and all 
persons shall have the absolute right to employ at their own expense 
services of a licensed physician of their choice. Physicians so chosen shall 
have the exclusive charge and care for such sick or injured patient. Any 
rule or regulation of the governing board of a public hospital discrimi- 
nating against or differentiating between patients of diffierent races, creeds 
or colors or choice of licensed physicians is proposed to be unlawful and 
null and void. 


Oregon 

Bills Introduced.—H. 271, proposes additional educational requirements 
for naturopaths. H. 272, proposes additional educational requirements for 
chiropractors. H. 365, to amend the barbiturate law, proposes to authorize 
prescriptions to be signed by “a practitioner licensed by law to administer 
such drug.” H. 475, proposes to authorize the governor to appoint one 
Person to study the problem of alcoholism in the state. S. 134, to amend 
the chiropractic act, proposes to prohibit chiropractors from performing 
minor surgery. S. 243, proposes that in a civil action in which paternity is 
a relevant fact the court may order the mother, child, and alleged father to 
submit to blood tests. The court may also, if any party refuses to submit 
to such tests, resolve the question of paternity against such party. The 
Proposal further provides that if the experts conclude that the blood tests 
Show the possibility of the alleged father’s paternity, admission of this 
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evidence is within the discretion of the court, depending upon the in- 
frequency of the blood type. S. 271, proposes a procedure whereby 
certain applicants for licenses to practice medicine who expect to be 
called into the armed services may take the state examination before 
completing the statutory educational requirements. S. 299, proposes that if 
any person shall administer to any woman whether pregnant with child 
or not any medicine, drug, or substance whatever or shall use or employ 
any instrument or other means, with intent thereby to destroy a child of 
such woman, unless the same shall be necessary to preserve the life of 
such woman, shall be guilty of a felony punished by imprisonment and 
fine. S. 304, proposes to make it unlawful to use polyoxyethylene mono- 
Stearate and related compounds in the preparation of any bread intended 
for commercial sale in the state. S. 326, proposes to authorize the use of 
the injunctive process against practitioners of the healing arts after their 
licenses have been revoked, so as to prohibit them from practicing 
without a license. 


Rhode Island 


Bills Introduced.—H. 565, proposes the appointment of a special com- 
mission to make a complete study of the employment security act and 
cash sickness act of the state. H. 662, proposes that every hospital incor- 
porated by the general assembly sustained in whole or in part by charitable 
contributions or endowments shall be liable for the neglect, carelessness, 
want of skill or for the malicious act of any of its officers, agents or 
employees in the management of, or for the care or treatment of, any 
of the patients or inmates of such hospital. 


South Carolina 


Bill Introduced.—H. 1114, proposes that each of the contracting parties 
to a marriage shall present a certificate signed by a duly licensed physician 
of his state certifying that on a certain date the physician examined such 
party and found him or her to be of sound mind and free of venereal 
disease. 


South Dakota 


Bill Introduced.—H. 811, proposes that any patient in any hospital shall 
have the free choice and right to select, be attended by and receive treat- 
ment and other professional services from any duly licensed physician or 
practitioner of the healing arts that he may choose, and every duly licensed 
practitioner of the healing arts in the state is granted and guaranteed the 
right to practice his profession in every hospital in the state of South 
Dakota. The word “hospital” is defined to include those hospitals con- 
structed in whole or in part with public funds and other public hospitals, 
H. 915, proposes, among other things, that whenever any person appends 
to his name the word “doctor” or any contraction thereof indicating that 
he is qualified to make diagnosis or treatment, such shall constitute prima 
facie evidence that he is holding himself out as qualified to engage in 
such diagnosis and treatment. Only persons who have received the basic 
science certificate may append to his name the word “doctor” or any 
contraction thereof indicating that he is qualified to make diagnosis or 
treatment. 


Bill Enacted.—S. 57, was approved Feb. 16, 1953. It amends the 
narcotic drug act by including as narcotic drugs, drugs which the state 
health department may find by rule and regulation to have addiction- 
forming or addiction-sustaining liability similar to morphine or cocaine. 


Tennessee 


Bills Introduced.—H. 242, proposes the creation of a department of 
mental health. S. 153, proposes that no physician holding an unlimited 
license to practice medicine in the state shall be held liable in any civil 
action for performing an autopsy upon the body of a deceased person, 
if consent for performing such autopsy has been given by the person 
assuming custody of the body for the purpose of burial, such as the 
husband, the wife, the father, the mother, a child, a guardian, a next of 
kin, or, in the absence of any of the foregoing, a friend, or such other 
person charged by law with the responsibility for burial. S. 163, to amend 
the workmen’s compensation law, proposes that an employer shall desig- 
nate a group of three or more reputable physicians or surgeons, if avail- 
able in that community, from which the injured employee shall have the 


privilege of selecting the operating surgeon or the attending physician, 


Texas 


Bills Introduced.—H. 35, to amend the workmen's compensation act, 
proposes to authorize chiropractors to be paid for examination for services 
rendered to injured employees. H. 45, proposes that offenses of the 
narcotic drug act against minors shall be punished as being guilty of a 
felony and confined in a penitentiary for life or for any term of years 
not iess than 10. H. 73, proposes that offenses of the narcotic drug act 
against minors shall be punished, for the third or subsequent offenses by 
imprisonment in the penitentiary for life. H. 246, proposes to make it 
unlawful for any person, firm, or corporation to require an employee to 
furnish a medical examination or certificates or to pay the cost of fur- 
nishing such medical examination as a condition to employment. H. 353, 
to amend the law relating to naturopathy, proposes, among other things, 
that the state board of naturopathic examiners shall not accept any addi- 
tional applications for licenses under the act. H. 415, proposes that the 
consent for a licensed physician to conduct an autopsy of the body of 
a deceased person shall be deemed sufficient when given by whichever of 
the following assumes custody of the body for purposes of burial: father, 
mother, husband, wife, child, guardian, next-of-kin, or in the absence of 
any of the foregoing, a friend, or person charged by law with the 
responsibility for burial. S. 156, proposes certain amendments to the 
medical practice act including provisions for the registering of interns 
and residents and for the issuance of temporary certificates valid until the 
next regular board meeting. 
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Utah 


Bills Introduced.—H. 160, proposes to exempt from the definition of the 
practice of medicine the administration of domestic or family remedies, 
such as massage, baths, internal cleansing, fasting, diets, applications of 
heat and cold, mechanical and electrical exercisers, use of liniments, 
emolients, and injections of insulin and/or glyoxylide, by members of the 
family, nurses, masseurs, or others specializing in purely natural remedies 
calculated to increase circulation and correct constrictions. H. 192, pro- 
poses the creation of a system of postmortem examination to be governed 
by a board of postmortem examiners. H. 253, proposes the creation of a 
study committee to make a thorough study of the workmen’s compensation 
act, the occupational disease and disability act, and to provide for a study 
of the rehabilitation and reemployment of employees who are disabled 
because of an industrial injury or occupational disability that renders 
them incapable of performing their regular occupation. 


Washington 

Bills Introduced.—H. 135, proposes to make it unlawful for any person 
to use or administer by hypodermic or otherwise, any narcotic drug 
except as prescribed and under the direction of a physician authorized by 
law to practice medicine in the state and any other person authorized by 
law to treat sick and injured human beings in the state and to use 
narcotic drugs in connection with such treatment. H. 258, proposes that 
any person heretofore or hereafter granted a license as a drugless prac- 
titioner shall annually renew such license on or before the first day of 
July of each year. H. 326, proposes to authorize the state board of health 
to permit the use of penicillin ointment in hospital practice when the 
physician prefers it to silver nitrate as a prophylaxis of ophthalmia neo- 
natorum. H. 329, proposes that in a civil action in which maternity is a 
relevant fact the court may order the mother of the child and the alleged 
father to submit to blood tests by qualified experts appointed by the 
court. H. 474, proposes the establishment of an educational committee to 
administer a preliminary examination for persons desiring to practice 
allopathy, homeopathy, sanipractic, chiropractic, osteopathy, food science, 
and mechanotherapy. Persons desiring to practice one of the enumerated 
systems of healing would be required, prior to taking such examination, 
to take and succesfully pass a preliminary examination to be prescribed 
by the educational committee. The preliminary examination shall be in 
writing and shall be sufficient to test the applicant’s knowledge of anatomy, 
physiology, hygiene, and chemistry, and also to test whether the applicant’s 
knowledge of the particular healing science which he expects to practice 
is equivalent to that ordinarily expected after 36 weeks of study at the 
school of the particular healing system concerned. The examination shall 
be both scientific and practical and all answers to questions peculiar to one 
system of healing shall be passed upon by the members of the educational 
system or the educational committee belonging to that system and their 
decision shall be final. H. 559, proposes the creation of a commission on 
post-mortem examinations and abolishing the office of coroner throughout 
the state. S. 108, to amend the workmen’s compensation act, proposes to 
provide for the appointment of a medical adviser, who shall be a highly 
qualified medical doctor with proved experience in industrial surgery. 
S. 142, proposes the creation of a state naturopathic board and defines 
naturopathy as the art of healing by natural methods as taught in recog- 
nized and accredited schools of naturopathy and excludes the use of major 
surgery. Minor surgery is defined as that part of surgery including pro- 
cedures not involving the serious hazard to life and usually not requiring 
general anesthesia. Examples are bandaging, application of splints and cases, 
suturing of superficial lacerations, excision, incision, and drainage of super- 
ficial structures. S. 165, proposes the appointment of a sanipractic phy- 
sicians examining board and defines sanipractic as the art of applied 
prophylactic and therapeutic sanitation, which enables the physician to 
direct, advise, prescribe, or apply, water, roots, herbs, light, heat, exercise 
(active and passive), manipulation, adjusting tissue, vital organs or ana- 
tomical structure by manual, mechanical, or electrical apparatus, instru- 
ments or appliances; or other natural agency, to assist nature restore a 
psychological and physiological interfunction for the purpose of maintain- 
ing a normal state of health in mind and body: provided that this act 
shall in no way include the giving, prescribing, or recommending of toxic 
drugs, serological by-products and poisons for internal use. S. 174, proposes 
the creation in the Washington state patrol of a division of criminal identifi- 
cation for the purpose of providing information relative to the identity of 
persons arrested for crimes. S. 233, proposes that any doctor may practice 
in public hospitals, provided he is a graduate of a medical school which 
has been accredited and approved by the Association of American Medical 
Colleges and the Council of Medical Education and Hospitals of the 
American Medical Association, is licensed by the State of Washington and 
is of good moral character and professional standards. The proposal also 
provides that the bylaws, rules, and regulations for the operation of these 
hospitals and any restrictions on the practice of individual doctors therein 
shall be determined by the commissioners after consultation with the medi- 
cal staff, which bylaws, rules and regulations shall be equivalent to the 
standards set by the Council on Medical Education and Hospitals of the 
American Medical Association. S. 348, proposes that the standard of care 
legally required of a drugless healer shall be that degree of diligence and 
skill which the reasonably trained and able drugless healer licensed to prac- 
tice in the state would exercise under like or similar circumstances. It pro- 
poses that only a licensed drugless healer shall be competent to give 
opinion testimony on the diagnosis, care, or treatment of a patient of 
another drugless healer. Finally, it proposes that it shall be conclusively 
presumed that any patient of a licensed drugless healer knows the scope 
and limitations of a drugless healer license issued in the state and is aware 
of the tenets of the particular school of drugless healing with which the 
healer in question identifies himself. It shall further be conclusively pre- 
sumed that the patient elects treatment according to the tenets held by 
the ordinarily careful, licensed drugless healer practicing in the state. 
H. 376, proposes the enactment of a hospital licensing law. H. 392, pro- 
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Poses to require every hospital, upon demand, to render first-aid to any 
person requiring emergency assistance. Such person to whom the first-aig 
has been issued must pay for such service the reasonable charge for medi- 
cation and professional services ordinarily charged but inability of the 
person to prepay such charges shall not excuse the hospital from rendering 
assistance necessary. S. 327, proposes the creation of a commission on 
post-mortem examinations and the abolishment of the office of coroner 
S. 349, proposes to make it unlawful for any employer to require any 
employee or applicant for employment to pay the cost of a medical exam). 
nation or the cost of f any records required by the employer as 
a condition of employment. S. 377, proposes the creation of an alcoholic 
study committee for the purpose of making a full and complete study anq 
investigation of all problems relating to alcoholism, alcoholics, and the 
treatment and rehabilitation thereof. S. 415, proposes that all physicians 
and surgeons from the various schools of medicine and dentistry in the 
state shall in the future be eligible to attend postgraduate courses given 
by the school of medicine of the University of Washington, subject to 
reasonable rules and regulations, none of which shall discriminate against 
any licensed physician and surgeon. S. 451, proposes to make it unlawful 
for any person to possess amytal, luminal, veronal, barbital, acid diethy| 
barbiturates, or other salts derivatives or compounds except upon the 
written order or prescription of a physician, surgeon, dentist, or veterinary 
surgeon duly licensed to practice in the state, with certain exceptions, 
S. 452, to amend the law relating to graduates of foreign medical schools, 
proposes that any applicant for a license to practice medicine who shall 
be unable to furnish a diploma, but who shall have graduated from a 
recognized European medical school, shall have served an internship in 
an accredited hospital in the United States and shall have been granted 
a commission as a medical officer in the armed forces of the United States, 
shall be permitted to file an application provided he is able to meet the 
other qualifications contained in this section. 


West Virginia 

Bills Introduced.—H. 216, to amend the law relating to chiropractic, 
provides, among other things, that chiropractic is defined as physical diag- 
nosis, nerve tracing, palpation of the segments of the spinal column, and 
the adjustment of misaligned segments of the spinal column, and adjacent 
structures to their normal position for the purpose of relieving pressure 
upon spinal nerves. H. 337, proposes the enactment of a licensing law 
for practical nurses. H. 338, proposes to authorize the board of examiners 
for registered nurses to accept funds for the state of West Virginia which 
may be appropriated by Congress for the purpose of aiding nursing edu- 
cation in the state. H. 361, proposes to make it unlawful for any employer 
to require any employee or applicant for employment to pay the cost of 
a medical examination or the cost of furnishing any records required by 
him as a condition of employment. H. 381, proposes to grant to physi- 
cians and surgeons upon an emergency medical call exemption from certain 
parking and speeding provisions of the motor vehicle code. S. C. R. 9, 
proposes the creation of a special committee for the purpose of making 
a thorough study and survey of the problem of alcoholism and of alcoholic 
and drug addicts as a basis for the enactment of constructive legislation 
on the subject. 


Wisconsin 


Bills Introduced.—A, 319, proposes to authorize injured employees to 
have a choice of specialists from a panel of specialists named by the 
employer. A. 330, proposes that any person not licensed to practice chiro- 
practic shall be prohibited from using or appending to his name the letters 
“D.C.” (Doctor of Chiropractic) to represent and designate himself as a 
chiropractor. A. 334, proposes to authorize prescriptions for dangerous 
drugs to be given to the pharmacist orally. S. 157, proposes to repeal and 
recreate the law relating to physical therapy and to define physical therapy 
as the treatment of disease by the use of physical, chemical, and other 
properties of heat or cold, light, water, electricity, massage, mechanical 
devices and therapeutic exercises, including posture and rehabilitation pro- 
cedures; but the use of roentgen rays and radium for any purpose, and the 
use of electricity for surgical purposes, including cauterization, are not 
included in the practice of physical therapy. S. 160, proposes that appli- 
cants for a license to practice medicine and surgery shall be examined in 
medicine and surgery rather than in a number of specific subjects pre- 
viously named in the act. S. 161, to amend the law relating to basic 
science, proposes that the board in lieu of its own examination, may accept 
either in whole or in part, the certificate of the national board of medical 
examiners provided that the national board is accepted by the state board 
of medical examiners in whole or in part and that such certification is 
accepted by the basic science boards of at least 6 other states. S. 162, 
proposes that the Wisconsin State board of medical examiners shall have 
at least one osteopathic member. S. 238, proposes to require food handlers 
to be examined by a qualified physician and found to be free from com- 
municable disease. S. 272, proposes to authorize the revocation of a license 
to practice chiropractic of one who fails to annually register his license 
within the required period. 


Wyoming 
Bills Introduced.—H. 231, proposes the creation of a commission on 
alcoholism. H. 254, proposes to prohibit county memorial hospitals from 
entering into agreements requiring its employees to be members of labor 
as a condition of employment. 


Bills Enacted.—S. 22, was approved Feb. 14, 1953. It requires each 
hospital, research, educational institution, agricultural experimentation 
station, manufacturing establisinment, or other institution or place of busi- 
ness or process where radioactive isotopes or materials are manufactured, 
processed or refined to be registered with the state department of health. 
S. 25, was approved Feb. 14, 1953. It amends the narcotic drug act by 
providing that the term “narcotic drug” shall include isonipecaine, @™'- 
done, isoamidone, keto-bemidone. 
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MEDICAL NEWS 


ARKANSAS 

Dr. Burns Honored.—Dr. William M. Burns was recently 
honored by the citizens of North Little Rock who, in recog- 
sition of his 75th birthday, presented him with a television set 
purchased with contributions from the North Side civic clubs, 
the school board, and teachers in the city schools. For 30 
years Dr. Burns has been a member of the North Little Rock 
School Board and is now its president. He has also served as 
mayor of North Little Rock. 


CALIFORNIA 

Society News.—The Metropolitan Dermatological Society of 
Los Angeles has elected the following officers for 1953: president, 
Dr. Stanton B. May, Glendale; vice-president, Dr. Fred F. 
Feldman, Beverly Hills; and secretary-treasurer, Dr. Irving A. 
Lewe, Montebello.——The Los Angeles Society of Allergy re- 
cently elected Dr. Elizabeth Sirmay, Beverly Hills, president, 
Dr. Ben C. Eisenberg, Beverly Hills, vice-president, and Dr. 
Walter R. MacLaren, Pasadena, secretary-treasurer. The 
newly organized Southern California Psychiatric Society re- 
cently elected the following officers: president, Dr. Mathew 
Ross, president-elect, Dr. Charles W. Tidd, and treasurer, Dr. 





Leo Rangell, all of Beverly Hills; and secretary, Dr. Jerome. 


M. Kummer, Santa Monica. 


Financial Aid for Students.—Two $25,000 gifts to aid in the 
education of medical students and nurses have been presented 
by the Henry J. Kaiser Family Foundation to the University 
of California, with the suggestion that the total, together with 
any interest, be expended to help students within the next three 
to five years. The awards are not to be considered loans, and 
no repayment is required. The gifts provide for grants-in-aid 
to medical students in the schools of medicine in San Francisco 
and Los Angeles and for graduate nurses in San Francisco, 
Berkeley, and Los Angeles. As for the selection of students, 
the foundation asks that their worthiness and promise as in- 
dividuals be considered more important in evaluating candi- 
dates for awards than mere appraisal of past scholastic grades 
and states that one of its chief aims is to help “deserving 
students who, without such financial aid, might be prevented 
from going forward in their professional education or be sub- 
jected to financial problems or the hardship of outside work 
that would interfere with their scholastic preparation for being 
of even greater future service to mankind.” 


CONNECTICUT 


Personal.—Dr. Arthur A. Tower has announced his retirement 
as plant physician at the New Departure Division of the 
General Motors Corporation in Meriden. He will devote his 
full time to pediatric practice. 


Annual Cancer Conference.—Sponsored by the Connecticut 
State Medical Society, the Connecticut Division of the Ameri- 
can Cancer Society, Association of Connecticut Tumor Clinics, 
and the Connecticut State Department of Health, the annual 
Connecticut Cancer Conference for Physicians will be held 
March 18, 1-5:45 p. m., at the Hotel Taft, New Haven. The 
following presentations will be made: 


Examination for Cancer—Motion Picture. 

Newer Aspects of Treatment, Carcinoma of the Cervix, John M. Morris, 
New Haven. 

Diagnosis and Treatment of Skin Tumors, Grantley W. Taylor, Boston. 

Interpretation of Abnormal Lung Shadows, Richard H. Overholt, Boston. 

Advances in Use of Radioactive Iodine, Joseph E. Rall, New York. 

Cancer of the Colon—With Special Reference to Choice of Surgical 
Procedures, Henry W. Cave, New York. 





Physicians are invited to send to this department items of news of general 

t, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
Weeks before the date of meeting. 


DISTRICT OF COLUMBIA 


Public Relations Symposium.—“Patients Are People” is the 
title of a symposium for physicians’ office staffs, which will be 
held in the medical society auditorium, 1718 M St., N.W., 
Washington, D. C., March 16 at 8 p. m. Mr. Theodore Wiprud, 
secretary, Medical Society of the District of Columbia, will 
serve as moderator. Dr. Herbert P. Ramsey, president-elect of 
the society, will speak on “Common Complaints.” Other physi- 
cians participating in the program include Dr. Josephine E. 
Renshaw, whose topic will be “Greeting the Patient”; Dr. 
Zigmond M. Lebensohn, who will present “Problems in Ethics”; 
and Dr. Robert U. Cooper, who will discuss “Patients’ Ac- 
counts.” 


Midwinter Seminar.—The second midwinter seminar of the 
Medical Society of the District of Columbia will be held 
March 17-19 (evenings) in the medical society building, 1718 
M St., N.W., Washington, D. C. On Tuesday at 9 p. m. Dr. 
Russell M. Wilder, director, National Institute of Arthritis and 
Metabolic Diseases, Bethesda, Md., will serve as moderator 
for a panel discussion on diabetes. Wednesday at 9 p. m. Dr. 
Clayton B. Ethridge, clinical professor of medicine, George 
Washington University School of Medicine, Washington, D. C., 
will moderate a panel on cardiac emergencies. At 8 p. m. 
Thursday “Drug Therapy and Rheumatoid Arthritis” will be 
the subject of a panel discussion for which Dr. Hugh H. 
Hussey, associate professor of medicine, Georgetown Univer- 
sity School of Medicine, will be moderator. This will be 
followed at 9 p. m. by a clinicopathological conference. 


ILLINOIS 

Cancer Centers.—The Illinois Division of the American Cancer 
Society recently allocated $157,332 to maintain 18 information 
centers throughout the state. Funds also were allocated to 
assist in the operation of cancer clinics at Cook County, Mercy, 
Presbyterian, and St. Bernard’s hospitals. 


Tuberculosis Conference.—The Tuberculosis Institute of Chi- 
cago and Cook County will hold its annual conference at the 
Hotel Sherman, Chicago, March 19-20. Friday at 10:50 a. m. 
there will be an informal discussion of the functions and pro- 
fessional relationships of social workers and occupational 
therapists in tuberculosis hospitals. Representing physicians on 
the resource panel will be Drs. Otto L. Bettag, Springfield; 
Edward A. Piszczek, Forest Park; and George C. Turner, Oak 
Forest. Other physicians on the program will include John B. 
Hall, director of Cook County Department of Public Health, 
Chicago; Paul H. Holinger, president, Chicago Tuberculosis 
Society; Gordon L. Snider, Winfield Hospital; Lester W. Paul, 
University of Wisconsin Medical School, Madison; Robert H. 
Ebert, University of Chicago School of Medicine; Karl H. 
Pfuetze, Chicago State Tuberculosis Sanitarium; and Kenneth 
S. Nolan, Chicago Board of Education. 


Chicago 

Gift for Medical School.—According to Dr. John J. Sheinin, 
president of the Chicago Medical School, Mr. I. Lawrence 
Lesavoy of New York, president of the Lesavoy Foundation, 
has agreed to contribute the necessary funds for purchase of land 
in the medical center tentatively allocated to the Chicago Medi- 
cal School. A commitment of $100,000 has already been re- 
ceived from the foundation. 


Personal.—Dr. Meyer A. Perlstein, chief, Children’s Neurology 
Clinic, Cook County Hospital, recently conducted a cerebral 
palsy clinic for the Crippled Children’s School in Jamestown, 
N. D. He also appeared as guest lecturer for the continuation 
course in pediatric neurology at the University of Minnesota 
Medical School, Minneapolis, where he spoke on “The Cerebral 
Palsy Problem.” Dr. Julius B. Richmond, professor of 
pediatrics at the University of Illinois College of Medicine, has 
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been appointed superintendent of the Institute for Juvenile Re- 
search to succeed Dr. George Perkins, who remains with the 
institute as director of the clinical program. Dr. Opal E. 
Hepler, associate professor of pathology, Northwestern Univer- 
sity Medical School, and director of the clinical laboratories 
at Passavant Memorial Hospital, Chicago, recently addressed 
the Toledo (Ohio) Academy of Medicine on “Renal Functions: 
Their Practical Evaluation.” 





Cardiac Meeting.—A meeting of the clinical section of the 
Chicago Heart Association will be held March 17 at 8 p. m. 
at the Chicago Academy of Sciences, 2001 N. Clark St. (in 
Lincoln Park). The following program, to which all physicians 
are invited, has been arranged by the medical service of the 
VA Hospital, Hines, Ill. (Dr. Lyle A. Baker, chief): 
Blood Volume in Cardiac Failure, Ervin Kaplan, Hines, Ill.; discussant, 
George V. LeRoy. 
Myocardial Infarction Following Nonpenetrating Chest Trauma, William 
J. Andrews; discussant, Chauncey C. Maher. 
Clinical Evaluation of Mitral Commissurotomy. William R. O’Connor; 
discussant, Richard Langendorf. 
Involvement of the Heart and Pericardium in Hodgkin’s Disease, Lyle A. 
Baker; discussant, Otto Saphir. 


IOWA 


Dr. Aldrich Retires.—Dr. J. Frank Aldrich, who at the age of 
80 is retiring after almost 56 years of practice, was recently 
honored at a dinner in the Mental Health Institute at Clarinda, 
where he has been on the staff since 1946. A gift of luggage 
was presented to Dr. Aldrich at the dinner, which, given by 
the Page County Medical Society and auxiliary, was attended 
by members of both groups, hospital employees, representatives 
from various hospital auxiliary groups, and three representa- 
tives of the hospital patients. 


MARYLAND 


Fellowships in Medicolegal Pathology.—The division of legal 
medicine of the University of Maryland School of Medicine 
and College of Physicians and Surgeons, Baltimore, announces 
the establishment of fellowships in medicolegal pathology, open 
to American citizens, graduates of class A medical schools with 
a minimum of one year of formal training in pathology. A 
basic stipend of $2,500 annually is provided. Inquiries should 
be directed to Dr. Russell S. Fisher, professor of legal medicine, 
700 Fleet St., Baltimore 2. 


Dr. Bagley Honored.—Over 100 members of the faculty of the 
University of Maryland School of Medicine and College of 
Physicians, Baltimore, friends, residents, and associates of Dr. 
Charles Bagley Jr., professor of neurologic surgery, recently 
tendered him a testimonial dinner, at which Dr. Louis H. 
Douglass was toastmaster. Testimonials were presented by Drs. 
Arthur M. Shipley, H. Boyd Wylie, Maurice C. Pincoffs, 
Charles Reid Edwards, and James G. Arnold Jr. A silver tray 
was presented inscribed as follows: “Dr. Charles Bagley Jr. 
from his friends in recognition of his distinguished contribu- 
tion to medicine as a teacher and neurological surgeon, Uni- 
versity of Maryland, Baltimore, Maryland, December 4, 1952.” 





MICHIGAN 

Course in Gynecology.—This course will be given from March 
18 to May 27 at the City of Detroit Receiving Hospital. Fee, 
$50. Topics to be discussed are as follows: 


March 18, Physiology and Endocrinology of the Female Generative Tract. 

March 25, Leukorrhoea; Cervicitis, Vaginitis and Vulvitis. 

April 1, Menorrhagia and Metrorrhagia; ‘Functional Bleeding’; Cancer 
of the Genital Tract. 

April 15, Dysmenorrhea, Dyspareunia, Frigidity, Sterility. 

April 22, The Climacteric Period and Menopause. 

April 29, Office Etidocrinology in Women. 

May 6, Ectopic Pregnancy; Threatened or Incomplete Miscarriage. 

May 13, Pelvic Inflammatory Diseases. 

May 20, Benign Tumors of the Genital Tract. 

May 27, Dysuria, and Conwmon Pathological Conditions of the Lower 
Urinary Tract. 


Personal.—Dr. Russell L. Finch has resigned as physician at 
Jackson State Prison to return to private practice in Lansing. 
Dr. Joseph F. Carrow, Marion, who has practiced medicine 
for 54 years, has retired. Dr. Carrow organized the Marion 
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Chamber of Commerce and served as its president for 25 Years 
He has also served as justice of the peace and as Wexford 
county coroner. Dr. Gertrude Frances Mitchell, Detroit 
was named by the Detroit Historical Society as one of the 
Detroit “Women of Achievement,” and her portrait was hun 
in the Detroit Historical Society from mid-January throy, 
February. Dr. Mitchell, a member of the board of Pt 
Detroit Tuberculosis and Health Society, is on the Staff of 
Woman’s Hospital, Harper Hospital, and the Detroit Tuber. 
culosis Sanatorium. Dr. L. Fernald Foster, Bay City, secre. 
tary, Michigan State Medical Society, was recently Voted by 
the Michigan State Medical Assistants Society as honorary 
member for the year 1952. Dr. Donald H. Kaump, associaty 
professor of pathology, Wayne University College of Medicine 
Detroit, has been appointed medical director of Providence 
Hospital, Detroit, where he has served as pathologist and gj 
rector of laboratories since 1940. 











MISSISSIPPI 


New Blood Bank.—A blood bank was recently opened in 
Methodist Hospital, Hattiesburg, by the Hattiesburg Clinical 
Society. Officers of the blood bank include: Drs. John P, Cy. 
pepper Jr., president; Theophilus E. Ross, vice-president; and 
Francis R. Conn, secretary-treasurer. Dr. Conn will also serye 
as physician-director. 


MISSOURI 


Society News.—On March 17, 8:30 p. m., the St. Louis Medical 
Society will meet in the medical society auditorium for the 
following program: 

Long Acting Bilateral Intercostal Nerve Block—A Safer Method of 
Anesthesia for Abdominal Surgery (color movie), Robert W. Bartlett 
and Douglas W. Eastwood, St. Louis. 

Use of Trilene (Trichlorethylene) in Obstetrical Analgesia and Minor 
Surgery, Seymour Brown, St. Louis. 


MONTANA 


Register of Visually Handicapped.—The Montana Association 
for the Blind, which is attempting to compile a complete 
register of blind and partially sighted persons of all ages in 
Montana, requests physicians to forward the name, address and 
age of all visually handicapped persons to Mrs. L. M. Proctor, 
P. O. Box 921, Helena. This will enable the association to 
inform these handicapped persons of available services and to 
determine applicants eligible for enrollment in the next summer 
school for the adult blind. 


Society News.—At recent meetings of component societies, the 
following officers were elected: Southeastern Montana Medical 
Society: Dr. Raymond W. Polk, Miles City, president; Dr. 
Richard O. Chambers, Glendive, vice-president; Dr. William A. 
Treat, Miles City, secretary-treasurer. Western Montana Medi- 
cal Society: Dr. Charles F. Honeycutt, Missoula, president; Dr. 
Fred H. Lowe, Missoula, vice-president; Dr. Melvin J. Johnson, 
Missoula, secretary-treasurer. Park-Sweetgrass Medical Society: 
Dr. Alfred M. Lueck, Livingston, president; Dr. Vernon D. 
Standish, Bigtimber, vice-president; Dr. Robert R. Means, Liv- 
ingston, secretary-treasurer. 


NEBRASKA 
Medical Conference in Lincoln.—The Lancaster County Medi- 
cal Society will hold its first Lincoln-Lancaster Medical Con- 
ference March 17 at the Cornhusker Hotel in Lincoln. All 
physicians are invited to attend. From 10:30 a. m. to 12 noon 
there will be a symposium on trauma, and from 12:30 to 1:45 
p. m., luncheon and round-table discussions. Harry M. Weaver, 
Ph.D., director of research, National Foundation for Infantile 
Paralysis, will discuss “Progress of Research on Poliomyelitis,” 
2 to 2:30 p. m. From 3 to 3:30 p. m. Dr. Walter F. Kvale, 
Rochester, Minn., will speak on “Diagnosis of Pheochromocy- 
toma and Use of Hexamethonium and Apresoline in Treatment 
of Essential Hypertension,” which will be followed by a pres 
entation on “Lung Surgery” by Dr. William M. Tuttle, Detroit. 
The banquet, 6:45-9 p. m., will be addressed by Dr. W. W 
Bauer, Chicago, Director of Health Education for the American 
Medical Association. 
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NEW JERSEY 
Cardiology Meeting.—The New Jersey Heart Association will 
hold its fourth scientific session March 18, 2-5:30 p. m., in the 
Academy of Medicine, 91 Lincoln Park, Newark. The follow- 
ing program will be presented: 

Herbert Chasis, New York, Evaluation of Recent Trends in Therapy of 
Hypertensive Disease. 

Louis Leiter, New York, Treatment of Intractable Heart Failure. 

A. Wilbur Duryee, New York, Diagnosis and Treatment of Thrombo- 
embolism. 

Clarence E. De La Chapelle, New York, Myocarditis. 

Herrman L. Blumgart, Boston, Clinical and Electrocardiographic Dif- 
ferential Diagnosis of Coronary Insufficiency, Coronary Failure, and 
Myocardial Infarction. 

Isaac Starr, Philadelphia, Prognostic Value of the Ballistocardiograph. 


Academy Meetings—The Academy of Medicine of Northern 
New Jersey announces that at 8:45 p. m. March 17 Drs. 
Thomas E. Machella and Jonathan E. Rhoads, Philadelphia, 
will present the medical and surgical aspects, respectively, of 
“Management of Ulcerative Lesions of the Upper Gastro- 
intestinal Tract” before a joint meeting of the medicine and 
pediatrics section and the surgery section——On March 19 
its 42nd anniversary will be observed when the academy holds 
its stated meeting jointly with the Essex County Pathological 
and Anatomical Society. The speaker, Dr. Helen B. Taussig, 
Johns Hopkins Hospital, Baltimore, will discuss “Pathology 
and Treatment of Congenital Heart Disease.” March 26 a 
presentation on renal cysts will be made before the urologic 
section of the academy by Dr. Simon A. Beisler, New York. 





NEW YORK 

Child Mental Health Centers—Gov. Thomas E. Dewey has 
announced the establishment of a new child wélfare program 
for emotionally disturbed children who will be studied and 
treated in three especially equipped centers: the Henry Ittleson 
Center for Child Research of the Jewish Board of Guardians, 
New York; the Astor Home for Children, operated by the 
Catholic Charities of the Archdiocese of New York at Rhine- 
beck; and the residential treatment center of the Children’s Aid 
and Society for the Prevention of Cruelty to Children of Erie 
County at Buffalo. The program was evolved by the state mental 
health commission on the basis of a survey of the needs of 
emotionally disturbed children conducted by the state social 
welfare department. 


Course in Pediatrics—The University of Buffalo School of 
Medicine in conjunction with the Medical Society, County of 
Erie, and the Eighth District Branch, Medical Society of the 
State of New York, will present a postgraduate course in 
pediatrics at the Children’s Hospital of Buffalo. It is planned 
to give the course on six consecutive Wednesdays, starting 
March 18, in the conference room of the Children’s Hospital. 
The program includes (1) admission conference (1-2 p. m.), 
during which all patients admitted to the hospital in the pre- 
vious 24 hours will be presented and the clinical problems 
discussed; (2) two seminars (2-4 p. m.), each lasting 50 minutes 
and including presentation of a case, presented with emphasis 
on the newer forms of therapy and their physiological basis; 
and (3) a clinical conference (4-5:30 p. m.). Participation will 
be approved for credit by the New York State Chapter of the 
American Academy of General Practice. The fee for the course 
is $25. Checks, payable to the University of Buffalo, should be 
sent with application to: Dr. Milton Terris, Assistant Dean for 
Postgraduate Education, University of Buffalo School of Medi- 
cine, 24 High St., Buffalo 3. 


New York City 


Borden Award to Dr. Tillett—At the annual meeting of the 
Association of American Medical Colleges in Colorado Springs, 
Colo., Dr. William S. Tillett, professor of medicine, New York 
University College of Medicine, was given the 1952 Borden 
award for research in the mechanism of blood clot liquefaction. 
Also cited was his earlier work on pneumococcus infection and 
the immunological properties of the pneumococcus polysac- 
tharides. His discovery that streptokinase is specific in the 
liquefaction of human fibrin clots was followed by disclosure of 
the related enzyme streptodornase. 
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Harvey Lecture.—Dr. Gerty T. Cori, professor of biochemistry, 
Washington University School of Medicine, St. Louis, will 
deliver the sixth Harvey lecture of the current series at the 
New York Academy of Medicine March 19. She will speak on 
“Enzymatic Analysis of the Structure of Normal and Abnormal 
Glycogen.” 


Radio Programs.—On March 19 the New York Academy of 
Medicine will present the following lectures on its FM post- 
graduate radio program: 

Hormones and Their Influence on the Emotions, Francis J. Braceland, 


Hartford, Corn. 
Early Diagnosis of Carcinoma of the Cervix, Locke L. MacKenzie. 


Hospital News.—The Edward Gamaliel Janeway lecture on 
“Implications of the Generalized Shwartzman Phenomenon in 
the Pathogenesis of Cardiovascular Disease” was delivered by 
Dr. Lewis Thomas, professor of pediatrics and medicine, Uni- 
versity of Minnesota Medical School, Minneapolis, March 6, 
at Mount Sinai Hospital. The medical staff of St. Vincent's 
Hospital, in conjunction with the Lower West Side Health 
Center, is giving a refresher course in the handling of casual- 
ties in connection with the civil defense program. The course 
is being given in a duplicate series of six sessions, one on 
Tuesday nights, the other on Thursday nights, 8-9:30 p. m. 
(March 5 to May 21), in the Nurses Residence of St. Vincent’s 
Hospital, 158 W. 12th St. Information may be obtained from 
Dr. Max Bernstein, Lower West Side Health District, 128 
Prince St. 





OREGON 


Plans for University Hospital Approved.—Revised plans for the 
new University of Oregon Medical School general hospital in 
Portland, recently approved by the state board of higher edu- 
cation, call for a $4,700,000 structure plus a central heating 
plant and laundry at an additional cost of nearly a million and 
a half dollars. According to Dr. David W. E. Baird Jr., dean, the 
number of beds has been reduced from 350 to 277 to cut building 
costs. Nevertheless, all the teaching and research functions of ihe 
original plans have been retained, and the building is adapted 
to future expansion. Construction contracts will be let April 1. 


PENNSYLVANIA 


Graduate Education Institute—The Medical Society of the 
State of Pennsylvania in cooperation with county medical 
societies has scheduled the following session for its spring 
graduate education institute: 
Allentown Center (April 7, 14, 21, May 5, 12), Pulmonary and Rheumatic 
Diseases. 
Erie Center (April 8, 15, 22, 29, May 6), Dermatology; Pediatrics. 
Harrisburg Center (April 9, 16, 23, May 7, 14), Allergy; Endocrine and 
Metabolic Diseases. 
Johnstown Center (April 9, 16, 23, 30, May 7), Cardiology; Hematology 
—Special Senses. ; 
Philadelphia Center (April 8, 15, 22, May 6, 13), Office Orthopedics; 
Neuropsychiatry. 
Pittsburgh Center (April 8, 15, 22, 29, May 6), Gastroenterology; 
Peripheral Vascular Diseases. 
Wilkes-Barre Center (April 8, 15, 22, May 6, 13), Gynecology; Obstetrics. 
Williamsport Center (April 8, 15, 22, May 6, 13), Clinical Pharmacology 
and Pathologic Physiology; Office Diagnostic and Therapeutic Pro- 
cedures. 
The courses, which are approved for credit by the American 
Academy of General Practice, will be held from 9 a. m. to 
12 noon, and 1-3:30 p. m. Registration fee, $25. Application 
should be sent to Commission on Graduate Education, 230 
State St., Harrisburg. 


Philadelphia 

Arthur J. Bedell Lecture——Dr. John H. Dunnington, New 
York, will deliver the Arthur J. Bedell lecture at the annual 
clinical conference of the staff and ex-residents of Wills Eye 
Hospital March 20-21. 


Cardiac Lecture.—Dr. Samuel A. Levine, clinical professor of 
medicine, Harvard Medical School, Boston, will present the 
annual lecture sponsored by Phi Lambda Kappa Fraternity in 
the Klahr Auditorium of Hahnemann Medical College and 
Hospital of Philadelphia, March 19, 8:30 p. m., on “Rest in the 
Treatment of Heart Failure.” 
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by a symposium on gynecology (3:35-5 p. m.) for discussion 








J.A.M.A., March 14, 1953 


a salary range of $489 to $608 per month. Applicants must 
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TEXAS GENERAL od 
‘ Annual Clinical Conference.—The Dallas Southern Clinical Atom Bomb Medical Commission.—A reunion dinner wij be Obs 
Society will hold its annual spring clinical conference March held in New York, June 4, during the A. M. A. Convention Ave 
16-19. Out-of-state speakers include Drs. Harry E. Bacon, Louis by officers and enlisted technicians who were assigned Officially Dr. 
H. Clerf, and O. Spurgeon English, Philadelphia; Edgar Burns to Hiroshima, Nagasaki, and Omoura in 1945 to conduct the C4 
and Alton Ochsner, New Orleans; Alston Callahan, Birming- original research on the atom bomb victims. Because of Uns ter, 
ham, Ala.; Richard V. Ebert, Minneapolis; Richard H. Frey- known addresses, not all members have been contacted, If Wya 
berg, Algernon B. Reese, and Ross Golden, New York; Frank readers of THE JOURNAL are acquainted with any of this group Wor 
H. Lahey, Boston; Norman F. Miller, Ann Arbor, Mich.; they are requested to inform them to write to Dr. Samuel will 
Paul A. O’Leary, Rochester, Minn.; Dwight L. Wilbur, San Berg, 156 Roseville Ave., Newark 7, N. J. 
Francisco; and Lyman G. Richards, Brookline, Mass. Panel Alut 
discussions will be held Tuesday on “Benign and Malignant Immunization Requirements.—A new supplement to the book. the | 
Lesions of the Colon”; Wednesday, “Biliary Tract Surgery,” let “Immunization Information for International Travel,” at 
“Gastrointestinal Hemorrhage,” “Detection and Care of Car- covering changes in immunization requirements from June |, Yor 
cinoma of the Cervix and Endometrium,” and “Arthritis”; 1951, to Jan. 15, 1953, is ready for release. Copies will ty P& 
and Thursday, “Antibiotics,” “Hormonal Control of Cancer,” mailed to those originally receiving the booklet. Extra Copies surg! 
“Psychiatric Responsibilities of the Medical Practitioner,” and of the supplement for booklets on hand may be obtained from of C 
“Present Status of Heart Surgery.” A clinicopathological con- the Epidemiology and Immunization Branch, Division of Trea 
ference will be held Monday evening. Registration fee of $20 Foreign Quarantine, Public Health Service, Washington, D, ¢ “ 
will admit registrants to all functions of the conference, in- The booklet and supplement are on sale for 15 cents at the io 
cluding the supper dance Wednesday evening. Superintendent of Documents, Government Printing Office. +" 
Washington 25, D. C. ~~ 
UTAH : ‘ — , speal 
Surgeons Meet in Salt Lake City—The American College of Employ = of Diabetics.—A limited number of printed leat dinn 
Surgeons will hold a sectional meeting with the Utah Chapter, lets entitled “Employment of Diabetics,” based on the state Com 
March 20-21 at the Hotel Utah, Salt Lake City. Friday morn-  ™ent on employment as approved by the council of the 
ing symposiums on trauma will include cardiovascular in- American Diabetes Association (11 W. 42nd St., New York CAN 
juries, the need for early skin grafting of burns, and head 36), are available. The leaflet was prepared not for distribution . 
injuries. The Friday afternoon sessions will be panel dis- to diabetics, but rather for medical directors of industry and Dr. 
cussions on “Diseases of the Colon, Anus, and Rectum” and labor organizations, as well as company personnel managers, prof 
“Problems of Fluid and Electrolyte Balance.” An address will Members of the association interested in the problems of of M 
be delivered at the dinner meeting by Dr. Paul R. Hawley, employment of diabetics, especially those participating in the logic 
Chicago, director, American College of Surgeons. A symposium activities of affiliate associations and committees on diabetes hono 
on cancer (8:30-10 p. m., Lafayette Ballroom) will include of county and state medical societies, will find the leaflet help Emp 
presentations on “Proper Technique and Usage of Biopsy and ful in discussing the problem with industry. in S| 
Frozen Section,” “Diagnostic Problems of Lung Cancer,” and fesso 
“Indications for Surgery in Skin Cancer.” A panel discussion Examination for Health Statistician.—The City of Los Angeles and 
on biliary tract surgery Saturday (2-3:25 p. m.) will be followed announces an examination for public health statistician, with Hosp 


have a college degree and five years of professional experience LAT! 


of clinical aspects of endometriosis, gynecologic bleeding, and : ge } : pe: 
in the compilation and analysis of public health statistics, at 


posterior vaginal wall repair. The following medical motion 


pictures will be presented: least two years of which were in a supervisory or responsible we 

A . ; 

Radical Resection for Carcinoma of the Stomach, Samuel F. Marshall, staff capacny. One — of graduate study in public health ” a me 
Boston. statistics may be substituted for one year of the nonsupervisory 

Mediastinal Tumors, Brian B. Blades, Washington, D. C. experience. Residence in Los Angeles is not required. Applica. Hig U" 

Surgical Repair of Complete Uterine Prolapse, Edward D. Allen, tions must be filed by 5 p. m. April 16. The examination is to Clatlo 

Chicago. : ' be given both on an interdepartmental promotional and open at Be 
Diagnosis and Surgical Treatment of Congenital Hypertrophic Pyloric competitive basis. Information may be obtained from Civil 
Stenosis, Edward J. Donovan, New York. Servi R 5. City Hall. Los A les 12 (Michigan 5211) 

Surgical Approaches to Joints of the Wrist, LeRoy C. Abbott, San rvice, KOOM J, Cily Mall, s Angeles (Michigan 52 FOR 
Francisco. , ‘ : Dr. 
Gallstone Ileus, Hilger P. Jenkins, Wolfgang Kollert, Chicago, and Plastic Surgery Scholarships.—The Foundation of the American Hosp. 
Raymond Kjellberg, Boston. Society of Plastic and Reconstructive Surgery announces the Lipsit 
Patent Ductus Arteriostenosis, George H. Humphreys II, New York. following v.‘nners of the 1952 scholarship contest: Dr. John ~ 
— bag ta ogy Hemorrhage from Gastroduodenal Ulcer, John D, Frederick North, Oxford, England, “The Use of Preserved bopi 

a Heterografts of Cartilage (Bovine) in Plastic Surgery”; Dr. Euro 


J. William Littler, New York, “The Neurovascular Pedicle 
Method of Digital Transposition for Subtotal Reconstruction of Meeti 
the Thumb”; Dr. Raymond O. Brauer, Houston, Texas, “A Syndi 
Consideration of the LeMesurier Technic of Single Harelip the 


WEST VIRGINIA 
Scciety News.—The West Virginia Citizen’s Council for Health, 
Welfare and Recreation has appointed a committee to study 





the medical problems of local communities, with particular Repair with a New Concept as to Its Use in Incomplete and cians, 
reference to providing medical services and the development Secondary Harelip Repair”; Dr. Sten Stenstrom, Stockholm, de La 
of health centers throughout the state. Dr. William H. Rihel- Sweden, “A New Form of Direct Flap Procedure”; and Dr. Prote 


C. R. McLaughlin, East Grinstead, Sussex, England, “Surgical catior 
Support in Permanent Facial Paralysis.” Study 


Society News.—At its annual meeting in Chicago the American tion ri 


daffer, United Mine Workers Area Medical Administrator, 
Charleston, is secretary of the council. 





Contributions to Education Foundation.—At a recent meeting 





in Buckhannon, the Central West Virginia Medical Society College of Radiology elected Dr. John D. Camp, Los Angeles, to Un 
elected Dr. James R. Glasscock, Richwood, president, and Dr. president and Dr. Frederick W. O’Brien, Boston, vice-president, of the 
George T. Hoylman, Gassaway, vice-president, and reelected and reelected Dr. Earl E. Barth, Chicago, treasurer ——At the iS pa 
Dr. Theresa O. Snaith, Weston, as secretary-treasurer. After annual meeting of the National Society for Medical Research, availa 
ordering a contribution to the American Medical Education Anton J. Carlson, Ph.D., Chicago, was reelected president and obser: 
Foundation in memory of the late Dr. George Snyder, Weston, Dr. Andrew C. Ivy, Chicago, was reelected secretary-treasuref. anatoy 


Dr. Maurice B. Visscher, Minneapolis, was elected vice 
president. The New England Society of Physical Medicine 
will meet at the VA Hospital, Boston, March 18, 8 p. m., for 
a discussion on the role of the therapist in physical medicine 
and rehabilitation, to which physicians, rehabilitation persot 


the Central West Virginia Medical Society decided that in the 
future similar contributions will be made in lieu of flowers 
usually sent when a member dies and that the family will be 
notified that such contribution is being made as a memorial to 
the deceased member. 
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nel, and students are invited. The Central Association of 
Obstetricians and Gynecologists (suite 602, 116 S. Michigan 
Ave., Chicago 3) has elected the following officers: president, 
Dr. William O. Johnson, Louisville; president-elect, Dr. Harold 
C. Mack, Detroit; vice-president, Dr. Arthur B. Hunt, Roches- 
ter, Minn.; secretary-treasurer, Dr. Harold L. Gainey (4635 
Wyandotte St.) Kansas City, Mo.; and assistant secretary, Dr. 
Woodard D. Beacham, New Orleans. The next annual meeting 
will be held at the Shamrock Hotel, Houston, Texas, Nov. 5-7. 


Alumni Reunion.—The annual reunion of the Association of 
the Alumni, College of Physicians and Surgeons, will be held 
at the headquarters of the college (630 W. 168th St., New 
York City) March 21. Beginning at 10 a. m. in G amphitheater, 
p& S$, Dr. Arthur H. Blakemore, associate professor of clinical 
surgery, will talk on “Portocaval Shunt and Results in Cases 
of Cirrhosis of the Liver,” and Dr. George A. Perera, “Modern 
Trends in Medical Education.” Dr. Gilbert H. Mudge will 
direct the combined clinics of the department of medicine. At 
1:15 p. m. all alumni and heads of the department in the 
medical school will be guests of the association at a luncheon 
in Bard Hall. A reception in the Penn Top Room of the Hotel 
Statler will precede dinner at 7:45 p. m., when the guest 
speaker will be Mr. Robert Montgomery. Reservations for the 
dinner ($10) may be made through the P & S Alumni Dinner 
Committee, 4 W. 43rd St., New York 36. 


CANADA 

Dr. Penfield Honored by Britain—Dr. Wilder G. Penfield, 
professor of neurological surgery at McGill University Faculty 
of Medicine, Montreal, and director of the Montreal Neuro- 
logical Institute, was listed in Queen Elizabeth’s New Year's 
honor list as the recipient of the Order of Merit of the British 
Empire. Dr. Penfield, the son of a physician, formerly lived 
in Spokane, Wash., and Hudson, Wis., and was assistant pro- 
fessor of surgery at Columbia University College of Physicians 
and Surgeons and neurological surgeon in the Presbyterian 
Hospital, New York. 


LATIN AMERICA 

Memorial to Dr. Kennedy.—A neurological ward was recently 
opened at Calixto Garcia Hospital of Havana University as 
a memorial to Dr. Foster Kennedy, former president of the 
neuropsychiatry section of the Pan-American Medical Asso- 
ciation and for many years director of the neurological service 
at Bellevue Hospital, New York. 


FOREIGN 


Dr. Lipsitch Appointed Medical Director.—The American 
Hospital of Paris announces the appointment of Dr. Lester S. 
Lipsitch, formerly at Stanford University School of Medicine, 
San Francisco, as director of medical services. This 150 bed 
hospital provides care for Americans, resident and touring in 
Europe, by American physicians and house staff. 


Meeting on Gynecology and Obstetrics—The International 
Syndical Meeting on Gynecology and Obstetrics, organized by 
the National Syndicate of French Gynecologists and Obstetri- 
cians, will meet May 22-23 in the Domus Mediea (60 Blvd. 
de Latour-Maubourg, Paris) to discuss “Maternal and Neonatal 
Protection in Wartime” and “Criteria and Processes of Qualifi- 
cation in Gynecology and Obstetrics.” 


Study of Medical Student Selection.—The Rockefeller Founda- 
tion recently made a five year grant of £10,000 (about $28,200) 
to University College, London, for the continued investigation 
of the selection and teaching of medical students. The college 
iS particularly concerned with the development of methods 
available for training preclinical students in the powers of 
observation and reasoning. Dr. John Z. Young, professor of 
anatomy at the University College, will direct the study. 


Congress of Allergology.—The second European Congress of 
Allergology will be held in Copenhagen, Denmark, May 20-23, 
under the presidency of Dr. Ernst B. Salén, Stockholm, Sweden. 
The Principal subject to be discussed on Thursday is “Allergy 
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and Adrenal Hormones.” On Friday, when the principal sub- 
ject will be “Allergy and Infection,” Dr. George L. Waldbott, 
Detroit, will speak on “Mechanism of Allergic Noninfectious 
Pneumonitis.” The official banquet will be held at 7 o'clock 
that evening. On Saturday at 9 a. m. Dr. W. Léffler, Zurich, 
Switzerland, will speak on “Léffler’s Syndrome.” A round-table 
conference on “The Problem of Specificity” will follow. 


Campaign Against Yaws.—Nearly one-quarter of a million 
persons suffering from yaws have received penicillin treatment 
in a campaign conducted by the government of Thailand with 
the aid of the World Health Organization and the United 
Nations International Childrens Emergency Fund (UNICEF), 
the WHO Regional Office for Southeast Asia reports. Penicillin 
for the mothers and children treated is provided by UNICEF 
and for the others by the government, a senior adviser, a 
laboratory specialist, and a public health nurse being supplied 
by WHO. The quarter of a million persons treated so far are 
among the one and three-quarters million persons examined in 
the campaign. New cases are being discovered at an average 
rate of 12,000 per month. The campaign, which is to continue 
through 1956, has shown that an average of 13.5% of the 
persons examined are suffering from yaws. Second surveys in 
several districts after the medical team’s visit showed that the 
mass treatment had reduced prevalence of the disease to an 
average of 3.8%. The campaign is staffed by. a team of 235, 
including 10 Thai physicians, a score of nurses, laboratory 
assistants, and other technicians, and more than 100 field 
workers trained in antiyaws work. Headquarters are in Rajburi 
with subheadquarters at Ubol, Amnacharoen, Korat, and 
Sarakam. Three clinics, each equipped for the laboratory diag- 
nosis of the thousands of blood specimens brought in from 
the field, have been established in Rajburi, Korat, and Ubol. 
Dr. Ernest Grin of Yugoslavia, who has arrived in Thailand 
as the World Health Organization’s senior adviser for the 
campaign, is a member of the WHO expert committee on 
treponematoses. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1953 Annual Session, New York, June 1-5. 
1953 Clinical Session, St. Louis, Dec. 1-4. 
1954 Annual Session, San Francisco, June 21-25. 
1954 Clinical Session, Miami, Florida, Nov. 30-Dec. 3. 





ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Birmingham, April 16- 
18. Dr. D. L. Cannon, 537 Dexter Ave., Montgomery, Secretary. 

AMERICAN ACADEMY OF GENERAL Practice. Kiel Auditorium, St. Louis, 
March 23-26. Mr. Mac F. Cahal, 406 West 34th St., Kansas City 2, 
Mo., Executive Secretary. 

AMERICAN ACADEMY OF PeED1ATRICS, Areal Meeting, Hotel Statler, Boston, 
April 20-22. Dr. E. H. Christopherson, 610 Church St., Evanston, Illinois, 
Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Columbus, Ohio, April 1-3. Dr. 
Normand L. Hoerr, 2109 Adelbert Road, Cleveland 6, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, The Atlanta- 
Biltmore, Atlanta, Ga., April 27-28. Dr. Jack Matthews, 1617 Cathedral 
of Learning, University of Pittsburgh, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF THE History OF MEDICINE, Fort Hayes Hotel, 
Columbus, Ohio, April 10-12. Dr. Samuel X. Radbill, 7043 Elmwood 
Ave., Philadelphia 42, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Congress Hotel, Chicago, April 
6-10. Dr. John Y. Sugg, 1300 York Avenue, New York, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, St. Louis, 
April 2-4. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleveland 6, 
Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SuRGEONS, Drake Hotel, Chicago, 
April 7-9. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE STUDY OF NEeEoprasTic DISEASES, Lord 
Baltimore Hotel, Baltimore, April 30-May 2. Dr. Bruce H. Sisler, Gatlin- 
burg, Tenn., Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SuRGERY, Fairmont Hotel, San 
Francisco, March 27-30. Dr. Paul C. Samson, 2938 McClure St., Oak- 
land 9, Calif., Secretary. 
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AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Roosevelt Hotel, New 
Orleans, April 28-29. Dr. Edwin N. Broyles, 1100 North Charles St., 
Baltimore 1, Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Conrad Hilton Hotel, Chicago, April 
26-29. Dr. Fred W. Wittich, 423 LaSalle Medical Bldg., Minneapolis 2, 
Secretary. 

AMERICAN COLLEGE OF PuysiciaNs, Haddon Hall, Atlantic City, N. J., 
April 13-17. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive 
Secretary. 

AMERICAN GASTRO-ENTEROLOGICAL ASSOCIATION, Claridge Hotel, Atlantic 
City, N. J., May 1-2. Dr. H. Marvin Pollard, University Hospital, Ann 
Arbor, Mich., Secretary. 

AMERICAN HEART ASSOCIATION, Hotel Chelsea, Atlantic City, N. J., April 
8-12. Dr. Charles D. Marple, 44 East 23d St., New York 10, Medical 
Director. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Roosevelt Hotel, New Orleans, 
April 26-27. Dr. Harry P. Schenck, 326 South 19th St., Philadelphia 3, 
Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, 
Roosevelt Hotel, New Orleans, April 28-30. Dr. C. Stewart Nash, 277 
Alexander St., Rochester, N. Y., Secretary. 

AMERICAN OTOLOGICAL SoctETy, Roosevelt Hotel, New Orleans, May 1-2. 
Dr. John R. Lindsay, 950 East 59th Street, Chicago 37, Secretary. 

AMERICAN PHYSIOLOGICAL SociETy, Conrad Hilton Hotel, Chicago, April 
6-10. Dr. E. F. Adolph, Univ. of Rochester School of Medicine and 
Dentistry, Rochester, N. Y., Secretary. 

AMERICAN PsycHosoMaTic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J.. April 18-19. Dr. Frederick C. Redlich, 551 Madison Ave., New 
York 22, Secretary. 

AMERICAN RapiuM Society, Plaza Hotel, St. Louis, April 19-22. Dr. John 
E. Wirth, 635 Herkimer St., Pasadena 1, Calif., Secretary. 

AMERICAN SOCIETY OF BIOLOGICAL CHEMISTS, Conrad Hilton Hotel, Chi- 
cago, April 6-10. Dr. Elmer H. Stotz, 260 Crittenden Bivd., Rochester, 
N. Y., Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PATHOLOGY, Chicago, April 6-9. 
Dr. Russell L. Holman, 1542 Tulane Ave., New Orleans 12, Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Cleveland, April 26-29. 
Dr. Casper M. Epsteen, 25 East Washington St., Chicago 2, Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
Conrad Hilton Hotel, Chicago, April 6-10. Dr. Carl C. Pfeiffer, 1853 W. 
Polk St., Chicago 12, Secretary. 

AMERICAN SURGICAL ASSOCIATION, Hotel Statler, Los Angeles, April 1-3. 
Dr. Nathan A. Womack, Dept. of Surgery, School of Medicine, Univ. of 
N. C., Chapel Hill, N. C., Secretary. 

ARIZONA MEDICAL ASSOCIATION, Pioneer Hotel, Tucson, April 26-30. Dr. 
D. W. Melick, 541 Security Bldg., Phoenix, Secretary. 

ARKANSAS MepDicaL Society, Little Rock, April 22-24. Dr. J. J. Monfort, 
215 Kelley Bldg., Fort Smith, Secretary. 

CONNECTICUT STATE MEDICAL Society, Hampden High School, New Haven, 
April 27-29. Dr. Creighton Barker, 160 St. Ronan St., New Haven, 
Secretary. 

DALLAs SOUTHERN CLINICAL Society, Baker and Adolphus Hotels, Dallas, 
Texas, Mar. 16-19. Dr. T. Haynes Harvill, 433 Medical Arts Blidg., 
Dallas i, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BIOLOGY, Black- 
stone, Congress, Conrad Hilton hotels and Palmer House, Chicago, April 
6-10. Dr. M. O. Lee, 2101 Constitution Avenue, Washington 25, D. C., 
Secretary. 

Fiormpa MEDICAL ASSOCIATION, Hollywood Beach Hotel, Hollywood, April 
26-29. Dr. Samuel M. Day, 413 Professional Bldg., Jacksonville, Secre- 
tary. 

Hawatt TERRITORIAL MEDICAL ASSOCIATION, Island of Maui, April 30- 
May 3. Dr. Samuel L. Yee, 1163 South Beretania St., Honolulu, Secre- 
tary. 

INDUSTRIAL MepIcaL ASSOCIATION, Los Angeles, April 21-24. Dr. Arthur 
K. Peterson, 350 East 22d St., Chicago 16, Secretary. 

Iowa STATE MEDICAL Society, Des Moines, April 26-29. Dr. Allan B. 
Phillips, 529 36th St., Des Moines 12, Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Balti- 
more, April 28-29. Dr. George H. Yeager, 1211 Cathedral St., Baltimore 
1, Secretary. 

Missourt STATE MEDICAL ASSOCIATION, Kansas City, April 26-29. Dr. 
H. E. Petersen, 634 N. Grand Blvd., St. Louis 3, Secretary. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, Hotel Statler, New 
York, March 18-20. Dr. Franklin M. Foote, 1790 Broadway, New York 
19, Executive Director. 

New ENGLAND SOCIETY OF ANESTHESIOLOGISTS, Boston, April 10. Dr. 
Francis J. Audin, 114 Danehill Rd., Newton Highlands 61, Mass., 
Secretary. 

NortH Paciric SOCIETY OF NEUROLOGY AND PsycHIATRY, Portland, Ore., 
April 10-11. Dr. Robert A. Coen, 218 Mayer Blidg., Portland 5, Ore., 
Secretary. 

Ou1o STATE MEDICAL ASSOCIATION, Netherland Plaza, Cincinnati, April 
21-23. Mr. Charles S. Nelson, 79 East State St., Columbus 15, Executive 
Secretary. 

OKLAHOMA STATE MEDICAL AssociATION, Cimarron Ballroom, Tulsa, April 
13-15. Mr. R. H. Graham, 1227 Classen Drive, Oklahoma City, Executive 
Secretary. 

Paciric Coast OTO-OPHTHALMOLOGICAL SociETy, Los Angeles, April 24-28. 
Dr. H. P. House, 1136 West 8th St., Los Angeles 14, Secretary. 

PIEDMONT ProcToLoGic Society, Robert E. Lee Hotel, Winston-Salem, 
N. C., March 28. Dr. B. Richard Jackson, 224 Hiilsboro St., Raleigh, 
N. C., Secretary. 
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REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

KANSAS, Kansas City, March 20. Mr. E. R. Loveland, 4200 
Philadelphia 4, Executive Secretary. 
SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 
Satt Lake City, Utah Hotel, Mar. 20-21. Dr. John H. Clark, 349 E 
First Street South, Salt Lake City, Chairman. ae 
OxtaHoma City, Oklahoma-Biltmore Hotel, March 24-25, Dr, ¢ R 
Clymer, 117 North Broadway, Oklahoma City, Chairman. i 
Los ANGELES, Statler Hotel, March 30-31. Dr. Ewing L. Turner. ; 
Wilshire Blvd., Los Angeles, Chairman. si 
Catcary, Alberta, Canada, Palliser Hotel, April 23-24. Dr. Donatg G 
MacQueen, Colonel Belcher Hospital, Calgary, Alberta, Canada, 
Chairman. ' 

Society OF CLINICAL SurGERY, Spring Meeting, Nashville, Tenn., May 12 
Dr. Champ Lyons, 620 South 20th St., Birmingham 5, Ala., Secretary, 

SociETY OF NEUROLOGICAL SURGEONS, Roosevelt Hotel, New Orleans, March 
19-21. Dr. Edgar F. Fincher, Emory University, Ga., Secretary, 7 

TENNESSEE STATE MEDICAL ASSOCIATION, Peabody Hotel, Memphis, April 
13-15. Mr. V. O. Foster, 504 Doctors Bldg., Nashville, Executive Sen 
tary. 

Texas Mepicat Association, Shamrock Hotel, Houston, April 26-29, \, 
N. C. Forrester, 1801 Lamar Blvd., Austin, Executive Secretary, 

U. S. CHAPTER, INTERNATIONAL COLLEGE OF SURGEONS, SURGICAL Dyyisjoy 
MEETINGS: 

St. Louis, Statler Hotel, March 31-April 1. Dr. Roland Klemme, 499) 
Maryland Ave., St. Louis 8, Chairman. 7 

KNOXVILLE, TENN., Andrew Johnson Hotel, April 24-25. Dr. E. Pay 
Niceley, Acuff Clinic, 514 West Church St., Knoxville, Tenn., Chai. 
man. 

Unitep StaTES-MEXxICO BORDER PUBLIC HEALTH ASSOCIATION, El Paso, 
Texas, March 26-27. Dr. J. Ellington, 314 U. S. Court House, E| Pas 
Texas, Secretary. ; 

WESTERN INDUSTRIAL MEDICAL ASSOCIATION, Hotel Statler, Los Angeles 
April 18-25. Dr. E. P. Luongo, General Petroleum Corp., 613 Sou 
Flower St., Los Angeles 14, Secretary. 

WESTERN SECTION AMERICAN UROLOGICAL ASSOCIATION, Palace Hotel, Sip 
Francisco, April 27-30. Dr. Howard J. Hammer, 908 Hyde St., Sa 
Francisco 9, Chairman, 
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British MEDICAL ASSOCIATION, Cardiff, S. Wales, July 13-17. Dr. 4 
MaCrae, B. M. A. House, Tavistock Square, London W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Winnipeg, Manitoba, Canada, June 15-19, 
Dr. T. C. Routley, 135 St. Clair Avenue W., Toronto 5, Ontario, 
Canada, General Secretary. 

CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH SOcIETY, Chateay 
Frontenac, Quebec, Canada, October 26-29. Dr. A. William Friend, $1§ 
Nome Ave., Akron 20, Ohio, Chairman, Program Committee. 

CONGRESS OF INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Geneva and 
Zurich, Switzerland, Aug. 24-29. For information write: Dr. W. Tegner, 
The London Hospital, London E.1, England. 

CONGRESS OF THE INTERNATIONAL SOCIETY OF ANGIOLOGY, Lisbon, Portugal, 
Sept. 18-20. Dr. Henry Haimovici, 105 East 90th St., New York 23, 
N. Y., U. S. A., Secretary. 

CONGRESS OF THE INTERNATIONAL SOCIETY OF SuRGERY, Lisbon, Portugal, 
Sept. 14-20. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, Ger 
eral Secretary. 

EuROPEAN CONGRESS OF ALLERGOLOGY, Copenhagen, Denmark, May 20-23 
Dr. Egon Brunn, Gersonavej 8, Hellerup, Copenhagen, Denmark, Secre- 
tary General. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer 
land, July 15-19, 1954. Dr. W. Merz, Chief Medical Officer, Gynecolog 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF AUDIOLOGY, Leiden, Netherlands, June 54, 
Dr. H. A. E. ve Dishoeck, Leiden University, Leiden, Netherlands, 
President. 

INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
NEuROPHYSIOLOGY, Boston, Mass., U. S. A., Aug. 18-21. Dr. Robert S 
Schwab, Massachusetts General Hospital, Boston 14, Mass., U. S. A, 
Secretary-General. 

INTERNATIONAL CONGRESS ON GENETICS, Bellagio, Italy, August 4. Prof 
C. Barigozzi, Instituto de Genetica, Universita de Milano, 10 via Celoria, 
Milan, Italy, Secretary. 

INTERNATIONAL CONGRESS OF GYNECOLOGY, Geneva, Switzerland, July 21-2, 
1954. Dr. Maurice Fabre, 1, rue Jules-Lefebore, Paris IXe, Franct, 
General Secretary. 

INTERNATIONAL CONGRESS OF Hippocratic Mepicine, Evian, France, Sept 
3-6. Prof. P. Delore, 13 rue Jarente, Lyons, France, Secretary-General 

INTERNATIONAL CONGRESS FOR HisTORY OF SCIENCE, Jerusalem, Isracl, 
August 3-7. Prof. F. S. Bodenheimer, Hebrew University, Jerusalem, 
Israel, President. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, S20 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Short 
Drive, Chicago, Illinois, U.S.A., Secretary-General! 

INTERNATIONAL CONGRESS ON MEDICAL LiBRARIANSHIP, London, England, 
July 20-25. Mr. W. R. LeFanu, % London School of Hygiene and 
Tropical Medicine, Keppel Street, London, W.C.1, England, Chairmat 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For. information wilt 
Executive Officer, International Congress on Mental Health, 11! St 
George St., Toronto, Ontario, Canada. 

INTERNATIONAL CONGRESS OF MICROBIOLOGY, Rome, Italy, Sept. 6-12. Fot 
information write: Dr. V. Puntoni, Citta Universitaria, Rome, Italy. 
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INTERNATIONAL CONGRESS OF OTO-NEURO-OPHTHALMOLOGY, Bologna, Italy, 

“May 3-7. Dr. Guiseppe Cristini, Clinica Oculistica, Policlinico, Bologna, 
Italy, General Secretary. 

|NTERNATIONAL CONGRESS OF OTORHINOLARYNGOLOGY, Amsterdam, Nether- 
jands, June 8-13. Dr. W. H. Struben, J. J. Viottastraat 1, Amsterdam, 
Netherlands, Secretary. 

INTERNATIONAL CONGRESS OF PaEDiaATRIcs, Havana, Cuba, Oct. 12-17. Prof. 
"Felix Hurtado, 5a Avenue 124, Miramar, Havana, Cuba. President. 

INTERNATIONAL CONGRESS OF RapDIOLOGy, Copenhagen, Denmark, July 
19-25. Professor Flemming Norgaard, 10 Oster Voldgade, Copenhagen 
K, Denmark, Secretary General. 

[NTERNATIONAL CONGRESSES OF TROPICAL MEDICINE AND MAtaria, Istanbul, 
Turkey, Aug. 28-Sept. 4. Professor Dr. Ihsan Siikrii Aksel, Tunel Mey- 
dam, Beyoglu, Istanbul, Turkey, General Secretary. 

INTERNATIONAL FERTILITY AssOcIATION, Henry Hudson Hotel, New York, 
N. Y., U. S. A., May 25-31. Dr. Abner I. Weisman, 1160 Fifth Avenue, 
New York 29. N.Y.. U. S. A., Associate Secretary General. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL GYNAECOLOGICAL MEETING, Paris, France, May 22-23. For 
information write: Dr. Jacques Courtois, 1, rue Racine, St. Germain-en- 
Laye, Seine et Oise, France. 

INTERNATIONAL HospitaL ConGress, London, England, May 25-30. Capt. 
J. E. Stone, 10 Old Jewry, London, EC2, England, Hon. Secretary. 

INTERNATIONAL LEPROSY CONGRESS, Madrid, Spain, Oct. 3-10. Dr. Felix 
Contreras, Moreto 15, Madrid, Spain, Secretary 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Montreal, Canada, Aug. 31- 
Sept. 4. Dr. A. S. V. Burgen, Dept. of Physiology, McGill University, 
Montreal, Canada, Secretary. 

INTERNATIONAL PsYCHO-ANALYTICAL CONGRESS, Bedford College, Regent’s 
Park, London N.W.1, England, July 26-30. Dr. Ruth S. Eissler, 285 
Central Park West, New York 24, N. Y., Hon. Secretary. 

INTERNATIONAL VETERINARY CONGRESS, Stockholm, Sweden, Aug. 9-15. Prof. 
Axel Isaksson, Institute of Veterinary Medicine, Stockholm 50, Sweden, 
Secretary. 

PaciFic SCIENCE CONGRESS, Quezon City and Manila, Philippines, Nov. 16- 
28, Dr. Patrocinio Valenzuela, College of Pharmacy, University of the 
Philippines, Quezon City, Philippines, Secretary-General. 

Pan AMERICAN CONGRESS OF THE MEDICAL Press, Buenos Aires, Argentine, 
July 12-16. Secretaria del Congress, 763 Uriburu, Buenos Aires, Argen- 
tine. 

PuipPINE MEDICAL ASSOCIATION, Manila, April 19-26. Dr. Manuel D. 
Penas, Doctor’s Hospital, 707 Vermont St., Manila, Philippines, Secretary. 
WorLD CONFERENCE ON MEDICAL EpucaTIon, British Medical Association 
House, Tavistock Square, W.C.1, London, England, Aug. 22-29. Secre- 
tariat: World Medical Association, 2 East 103d St., New York 29, N. Y., 

U.S. A. 

WortD CONGRESS OF THE WoRLD CONFEDERATION FOR PHYSICAL THERAPY, 
London, England, Sept. 7-12. Miss M. J. Neilson, Chartered Society of 
Physiotherapy, Tavistock House, South, Tavistock Square, London, 
W.C.1, England, Secretary. 

WortD MEpicaL AssociaTION, The Hague, Netherlands, Aug. 31-Sept. 7. 
Dr. Louis H. Bauer, 2 East 103d St., New York 29, N. Y., Secretary- 
General. 





EXAMINATIONS 
AND LICENSURE 








BOARDS OF MEDICAL EXAMINERS 


AlaBAMA: Examination. Montgomery, June 23-25. Sec., Dr. D. G. Gill, 
$37 Dexter Ave., Montgomery. 

Arizona:* Examination. Phoenix, April 21-23. Sec., Dr. J. H. Patterson, 
316 W. McDowell Road, Phoenix. 

ARKANSAS:* Regular. Examination. Little Rock, June 18-19. Sec., Dr. Joe 
Verser, Harrisburg. Homeopathic. Examination. Littie Rock, April 6. 
Sec., Dr. Carl S. Bungart, 105 North 14th St., Ft. Smith. Eclectic. 
a Rock, June 4-5. Sec., Dr. Frank C. Smith, 2301 Broadway, Little 

Ock. 

CaLiForNIA: San Francisco, June 22-25. Asst. Sec., Mr. Wallace D. Thomp- 
son, 1020 N Street, Sacramento 14. 

CoLorzapo:* Endorsement. Denver, April 14. Sec., Dr. Samuel H. Brown, 
831 Republic Bldg., Denver. 

DELAWARE: Dover, July 14-16. Sec., Dr. Joseph S. McDaniel, 229 South 
State St., Dover. 

District oF CoLumBIA:* Examination. Washington, May 11-12. Commis- 
sioner of Licensure, Dr. Daniel L. Seckinger, 4130 East Municipal Bidg., 
Washington. 

FLoripa:* Jacksonville, June 28-30. Sec., Dr. Homer Pearson, 701 Dupont 
Bidg., Miami. 

GrorGia: Examination. Atlanta and Augusta, June 9-10. Reciprocity. At- 
lanta, June. Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta. 

Guam: The Commission on Licensure will meet whenever a candidate 
a or submits his credentials. Ex. Sec., Dr. Austin W. Matthis, 
gana, 

Hawa: Examination. Honolulu, July 13-15. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 
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ILLiNoIs: Examination. Chicago, April 7-9. Supt. of Regis., Mr. Frederic 
B. Selcke, Capitol Bldg., Springfield. 

INDIANA: Examination. Indianapolis, June 23-25. Ex. Sec., Miss Ruth V. 
Kirk, 538 K of P Bldg., Indianapolis. 

Iowa:* Examination. lowa City, June 15-17. Sec., Dr. M. A. Royal, 506 
Fleming Bldg., Des Moines. 

Kansas: Kansas City, June 10-11. Sec., Dr. O. W. Davidson, 864 New 
Brotherhood Blidg., Kansas City. 

KENTUCKY: Examination. Louisville, June 8-10. Sec., Dr. Bruce Underwood, 
620 South Third St., Louisville 2. 

MAryLAND: Examination. Baltimore, June 16-19. Sec., Dr. Lewis P. Gundry, 
1215 Cathedral St., Baltimore 1. 

MassacuHusetts: Examination. Boston, July 14-17. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston 33. 

MINNESOTA:* Minneapolis, April 21-23. Sec., Dr. J. F. DuBois, 230 Lowry 
Medical Arts Bldg., St. Paul 2. 

Mississippi: Jackson, June 22-24. Sec., Dr. Felix J. Underwood, Old 
Capitol Bldg., Jackson 113. 

Montana: Examination, Helena, April 7-8. Reciprocity. Helena, April 6. 
Sec., Dr. S. A. Cooney, 7 West 6th Ave., Helena. 

NEBRASKA:* Examination. Omaha, June 15-17. Director, Mr. Husted K. 
Watson, Room 1009 State Capitol Bldg., Lincoln 9. 

New Jersey: Trenton, June 16-19. Sec., Dr. Earl S. Hallinger, 28 West 
State St., Trenton. 

New Mexico:* Santa Fe, April 13-14. Sec., Dr. R. C. Derbyshire, 227 E. 
Palace Ave., Santa Fe. 

NortH Carouina: Reciprocity. Pinehurst, May 11. Sec., Dr. Joseph J. 
Combs, 716 Professional Bldg., Raleigh. 

Nortu Dakota: Grand Forks, July 8-11. Sec., Dr. C. J. Glaspel, Grafton. 

Oun10: Examination. Columbus, June 15-17. Reciprocity. Columbus, April 7. 
Sec., Dr. H. M. Platter, 21 W. Broad, Columbus 15. 

OKLAHOMA:* Examination. Oklahoma City, June 10-11. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bidg., Oklahoma City. 

OreGon:* Examination. Portland, July. Reciprocity. Portland, April 10-11. 
Exec. Sec., Mr. Howard I. Bobbitt, 609 Failing Bldg, Portland. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July. Act. Sec., 
Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

Ruope Istanp:* Providence, April 2-3. Administrator, Division of Pro- 
fessional Regulation, 366 State Office Bldg., Providence. 

Soutu Dakota:* Rapid City, June 17-18. Sec., Dr. C. B. McVay, Yankton 
Clinic, Yankton. 

TENNESSEE:* Examination. Memphis, March 25-26. Sec., Dr. H. W. Qualls, 
1635 Exchange Bldg., Memphis 3. 

Texas:* Fort Worth, June 22-24. Sec., Dr. M. H. Crabb, 1714 Medical 
Arts Bidg., Ft. Worth 2. 

Utau: Examination. Salt Lake City, July. Asst. Dir., Mr. Frank E. Lees, 
324 State Capitol Bldg., Salt Lake City. 

VirGin IsLanpDs: Examination. St. Thomas, June 10-11. Sec., Dr. Earle M. 
Rice, Box 8, St. Thomas. 

West Vircinia: Charleston, April 6-8. Sec., Dr. Newman H. Dyer, State 
Office Bldg., No. 3, Charleston 5. 

WyominG: Oral. Reciprocity. Cheyenne, June 8. Sec., Dr. Franklin D. 
Yoder, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ALASKA: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 

Arizona: Examination. Tucson, March 17. Sec., Mr. Herbert D. Rhodes, 
University of Arizona, Tucson. 

ARKANSAS: Examination. Little Rock, May 5-6. Sec., Mr. Louis E, 
Gebauer, 1002 Donaghey Bldg., Little Rock. 

District oF CoLtumBiA: Examination. Washington, April 20-21. Commis- 
sioner of Licensure, Dr. Daniel L. Seckinger, 4130 East Municipal Bldg., 
Washington. 

Fioriwa: Examination. Gainesville, June 6. Sec., Mr. M. W. Emmel, Box 
340, University of Florida, Gainesville. 

Minnesota: Minneapolis, April 7-8. Sec., Dr. Raymond N, Bieter, 105 
Millard Hall, University of Minnesota, Minneapolis. 

Nesraska: Omaha, May 5-6. Director, Bureau of Examining Boards, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 

Nevapa: Examination. Reno, April 7. Sec., Mr. Frank Richardson, Univer- 
sity of Nevada, Reno. 

New Mexico: Examination. Santa Fe, March 15. Sec., Mrs. Marguerite 
Cantrell, P. O. Box 1592, Santa Fe. 

OxiaHoMa: Okiahoma City, April 3. Sec., Dr. Clinton Gallaher, 813 
Braniff Bldg., Oklahoma City. 

SoutH Dakota: Examination. Vermillion, June 5-6. Sec., Dr. Gregg M. 
Evans, 310 E. 15th St., Yankton. 

TENNESSEE: Examination. Memphis, March 18-19. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphis. 

Texas: Examination. Galveston, April 17-18. If sufficient number of 
applications is received from vicinity of Dallas, Austin or Houston, an 
examination in one of these cities will be given at same time. Chief 
Clerk, Mrs. Sandra Allen, 407 Perry-Brooks Bidg., Austin. 

WASHINGTON: Examination. Seattle, July 8-9. Sec., Department of Licenses, 
Mr. Edward C. Dohm, Olympia. 

WISCONSIN: Examination. Madison, April 11. Final date for filing appli- 
cation is April 4. Milwaukee, June 13. Final date for filing application 
is June 6. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 


* Basic Science Certificate required. 
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DEATHS 


Bullock, Waller Overton ® Lexington, Ky.; born Nov. 28, 
1875; University of Virginia Department of Medicine, Char- 
lottesville, 1896; at one time on the faculty of his alma mater; 
member of the founders group of the American Board of 
Surgery; member of the Southern Surgical Association and 
Southeastern Surgical Congress; fellow of the American College 
of Surgeons; past president of the Fayette County Medical 
Society; served overseas during World War I; for many years 
president of the city board of health; before his retirement was 
on the staffs of St. Joseph and Good Samaritan hospitals; in 
1938 received an honorary doctor of science degree from 
Transylvania College; died suddenly, Jan. 23, aged 77, probably 
of cerebral hemorrhage. 


Davis, John Dwight ® Long Beach, Calif.; born in Marion, 
S. D., Dec. 13, 1896; University of Illinois College of Medicine, 
Chicago, 1922; formerly on the faculty of College of Medical 
Evangelists, Loma Linda and Los Angeles; specialist certified 
by the American Board of Internal Medicine; member of the 
American College of Chest Physicians and the American 
Trudeau Society; fellow of the American College of Physi- 
cians; served during World War II; at one time fellow in 
medicine at the Mayo Foundation in Rochester, Minn.; for- 
merly affiliated with Olive View Sanatorium in Olive View, 
Calif.; in charge of the medical service of the VA Hospital, 
where he died Dec. 15, aged 56, of pulmonary emphysema 
and cor pulmonale. 


Earnheart, Harold E. © Wilmette, Ill.; born in Dongola, IIl., 
June 4, 1903; University of Oklahoma School of Medicine, 
Oklahoma City, 1929; since 1942 medical director and assistant 
head of the industrial relations department, Swift and Com- 
pany; member of the Industrial Medical Association, Illinois 
Public Health Association, National Tuberculosis Association, 
Central States Society of Industrial Medicine, Chicago Heart 
Association, American Heart Association, and the Chicago 
Society of Industrial Medicine and Surgery; fellow of the 
American College of Surgeons, serving as its field representa- 
tive and assistant director from Jan. 1, 1935, to Jan. 15, 1942; 
died Feb. 7, aged 49. 


Burger, Thomas Overton @ San Diego, Calif.; born March 26, 
1877; Vanderbilt University School of Medicine, Nashville, 
Tenn., 1900; member of the founders group of the American 
Board of Surgery; member of the Pacific Coast Surgical Associ- 
ation; fellow of the American College of Surgeons, of which 
he was a member of the board of governors; served overseas 
during World War I; affiliated with Scripps Memorial Hospital 
in La Jolla, and San Diego County General and Mercy hos- 
pitals; at one time physician in charge of an infirmary in 
McMinnville, Tenn.; died Dec. 18, aged 75. 


Reardon, William Ignatius, Tuckahoe, N. Y.; University and 
Bellevue Hospital Medical College, New York, 1912; served 
overseas during World War I; instructor in clinical medicine 
from Oct. 1, 1919, to June 30, 1921, Columbia University 
College of Physicians and Surgeons in New York, where he 
was affiliated with the New York City Hospital, serving as 
president of the medical staff, and consulting physician at the 
French Hospital; at one time member of the advisory commit- 
tee of the New York City Department of Hospitals; died 
Jan. 15, aged 74, of paralysis agitans. 


Bennett, Webster William Jr. ® Philadelphia; born in Harris- 
burg, Pa., Sept. 6, 1913; Georgetown University School of 
Medicine, Washington, D. C., 1938; formerly assistant pro- 
fessor of pathology at his alma mater; member of the Ameri- 
can Society of Clinical Pathologists; specialist certified by the 
American Board of Pathology; served during World War II; 
formerly chief of the laboratory at VA Hospitals in Aspinwall, 
Pa., and Lebanon, Pa.; chief pathologist at Philadelphia State 
Hospital; died Dec. 28, aged 39. 





@ Indicates Member of the American Medical Association. 


Abbott, Royal Albert ® Geneva, N. Y.; New York Homeo. 
pathic Medical College and Flower Hospital, New York, 1914: 
fellow of the American College of Surgeons; died Noy. 12 
aged 74, 


Bahr, Max Augustus ® Indianapolis; born in Indianapolis 
March 21, 1874; Central College of Physicians and Surgeons 
Indianapolis, 1896; served as professor of neurology and 
psychiatry at Indiana University School of Medicine; an Associ. 
ate Fellow of the American Medical Association; member of 
the American Psychiatric Association and Central Neuro. 
psychiatric Association; for many years superintendent of the 
Central State Hospital; died Jan. 24, aged 78, of coronary 
occlusion, 


Baker, Clarence Sheridan, Evansville, Ind.; Louisville (Ky,) 
Medical College, 1906; served on the staffs of Protestant 
Deaconess, St. Mary’s, and Boehne Tuberculosis hospitals; died 
in Welborn Memorial Baptist Hospital Dec. 14, aged 70, of 
a cerebrovascular accident. 


Bar, Eugene @ Port Jervis, N. Y.; University of Kolozsvar, 
Hungary, 1914; served during World War II; died Dec. 16, 
aged 64. 


Barss, Harold deBlois, Ypsilanti, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1914; fellow 
of the American College of Surgeons; affiliated with Beyer 
Memorial Hospital, where he died Dec. 7, aged 66. 


Bastian, Robert Cromwell @ Williamsport, Pa.; Jefferson Medi- 
cal College of Philadelphia, 1925; died Dec. 8, aged 54. 


Benjamin, Floyd Allen, Meridian, Idaho; Jefferson Medical 
College of Philadelphia, 1906; served during World War |; 
died in Boise Jan. 9, aged 78, of arteriosclerotic heart disease, 


‘Boe, Roy Albert ® A. Surg. Lieut. (j.g.), U. S. Navy, retired, 


Los Angeles; State University of Iowa College of Medicine, 
Iowa City, 1926; entered the Navy June 18, 1926; retired 
July 1, 1932; died Dec. 12, aged 52. 


Buka, Alfred Joseph © Pittsburgh; Jefferson Medical College 
of Philadelphia, 1908; an Associate Fellow of the American 
Medical Association; member of the American Academy of 
Orthopaedic Surgeons; died Jan. 15, aged 70. 


Buswell, Clark A. ® Chicago; College of Physicians and Sur- 
geons of Chicago, School of Medicine of the University of 
Illinois, 1900; an Associate Fellow of the American Medical 
Association; fellow of the American College of Surgeons; affili- 
ated with Ravenswood Hospital, where he died Feb. 9, aged 82. 


Campbell, George Edward @ Johnson City, Tenn.; University 
of Nashville Medical Department, 1908; specialist certified by 
the American Board of Otolaryngology; served during World 
War I; owner of Campbell's Eye, Ear, Nose and Throat 
Hospital; affiliated with Grace Hospital in Banner Elk, N. C., 
and Memorial Hospital, where he died Jan. 18, aged 72, of 
coronary thrombosis. 


Campbell, Stephen, Philadelphia; Hahnemann Medical College 
and Hospital of Philadelphia, 1915; died in the Graduate 
Hospital of the University of Pennsylvania Nov. 5, aged 69. 


Carney, Patrick Joseph @ Worcester, Mass.; Georgetown Uni- 
versity School of Medicine, Washington, D. C., 1904; ai 
Associate Fellow of the American Medical Association; houst 
physician for Holy Cross College from 1927 to 1951; affiliated 
with St. Vincent’s Hospital; died Jan. 9, aged 76, of a heart 
attack. 


Clawson, Marcus Lerane, Fort Pierce, Fla.; College of Physi- 
cians and Surgeons, Medical Department of Columbia College, 
New York, 1894; Dartmouth Medical School, Hanover, N. H. 
1894; formerly practiced in Plainfield, N. J., where he was 4 
member of the staff of Muhlenberg Hospital; died Jan. 23, 
aged 87, of coronary occlusion. 
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Colton, Hubert Porter @ Middleton, Mass.; Tufts College 
Medical School, Boston, 1918; served during World War I; at 
one time acting assistant surgeon in the U. S. Public Health 
Service; member of the American Trudeau Society; affiliated 
with Essex County Tuberculosis Hospital for many years; died 
Jan. 25, aged 64. 


Crossley, Elijah Rockhold, Chicago; Northwestern University 
Medical School, Chicago, 1902; member of the American 
Academy of Ophthalmology and Otolaryngology; formerly on 
the faculty of his alma mater; for many years affiliated with 
illinois Eye and Ear Infirmary; died Jan. 23, aged 83. 


Davis, William Windle ® Los Angeles; John A. Creighton 
Medical College, Omaha, 1909; member of the Nebraska State 
Medical Association; formerly practiced in Omaha, where he 
was affiliated with Lutheran and Doctors hospitals; died in 
Hollywood Presbyterian Hospital Jan. 3, aged 67, of cerebral 
hemorrhage. 

Denes, Oscar ® Nutley, N. J.; Magyar Kirdlyi Pazmany Petrus 
Tudomanyegyetem Orvosi Fakultasa, Budapest, Hungary, 1918; 
died in St. Mary’s Hospital, Passaic, Dec. 16, aged 61, of 
cerebral thrombosis. 

De Sanctis, Nicholas Michael © New York City; Long Island 
College Hospital, Brooklyn, 1909; member of the New York 
Academy of Medicine; affiliated with Manhattan General Hos- 
pital; died recently, aged 68, of diabetes mellitus, arterio- 
sclerosis, nephritis, and uremia. 


Doonan, Henry Edward ®@ South Hadley Falls, Mass.; Baltimore 

edical College, 1908; fellow of the American College of Sur- 
geons; for many years medical examiner for the third Hampshire 
District; chairman of the South Hadley Board of Health; for- 
merly consulting surgeon at the Belchertown (Mass.) State 
School, chief of the surgical staff at Holyoke Hospital and chief 
of staff at Providence Hospital in Holyoke, where he died Jan. 7, 
aged 70, of heart disease and asthma. 


Durnin, Richard Brown ® Great Falls, Mont.; University of 
Toronto Faculty of Medicine, Toronto, Canada, 1908; specialist 
certified by the American Board of Internal Medicine; fellow 
of the American College of Physicians; past president of the 
Cascade County Medical Society; served during World War I; 
afiliated with Montana Deaconess and Columbus hospitals; 
died Dec. 30, aged 70, of coronary heart disease. 


Evans, James North, San Antonio, Texas; Jefferson Medical 
College of Philadelphia, 1917; served during World Wars I 
and I]; died Nov. 5, aged 62, of chronic myocarditis. 


Flanary, David L. @ Phoenix, Ariz.; University of Nashville 
(Tenn.) Medical Department, 1907; an Associate Fellow of the 
American Medical Association; member of the Missouri State 
Medical Association; formerly practiced in St. Louis, where he 
was affiliated with Bethesda and St. John’s hospitals; died Jan. 
12, aged 73, of cerebral hemorrhage. 


Fox, William Yale, Mattapoisett, Mass.; Harvard Medical 
School, Boston, 1888; served during World War I; formerly 
practiced in Taunton, where he was affiliated with Morton 
Hospital and was chairman of the board of health; died Dec. 
27, aged 87, of arteriosclerosis. 


Fuhrmann, Barclay Stokes © Flemington, N. J.; Hahnemann 
Medical College and Hospital of Philadelphia, 1907; treasurer 
and past president of the Hunterdon County Medical Society; 
formerly a member of the board of managers of the Epileptic 
Village at Skillman, N. J.; for many years county physician; 
at the time of death, area surgeon for the Lehigh Valley Rail- 
road and medical examiner of the Selective Service Board; died 
in Mercer Hospital, Trenton, Jan. 3, aged 67, of cerebral 
hemorrhage. 


Gardner, Paul Erastus ® New Hampton, Iowa; State Univer- 
sity of Iowa College of Medicine, lowa City, 1896; for many 
years served on the school board, and a county coroner; affili- 
ated with St. Joseph’s Hospital, where he died Jan. 7, aged 79, 
of cerebral hemorrhage. 

Gaynes, Leonard, Chicago; Loyola University School of Medi- 
cine, Chicago, 1925; served during World War II; , affiliated 
with Belmont Community and Edgewater hospitals; died Jan. 
29, aged 53, of acute coronary occlusion. 
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Gilman, George Everett © Streator, Ill.; University of Illinois 
College of Medicine, Chicago, 1936; served during World War 
II; examiner for the Equitable Life Insurance Company of Iowa; 
died in St. Mary’s Hospital Dec. 16, aged 42, of uremia and 
essential hypertension. 


Gleason, James Joseph ® Long Island City, N. Y.; Loyola 
University School of Medicine, Chicago, 1928; died Oct. 28, 
aged 55, of coronary occlusion. 


Gould, Clark Sumner © Walton, N. Y.; Cornell University 
Medical College, New York, 1903; a Delaware County coroner 
and for many years health officer of Walton; affiliated with 
Delaware Valley Hospital, where he died Dec. 29, aged 72, 
of coronary thrombosis. 


Grant, John Richard © Pittsburgh; Hahnemann Medical College 
and Hospital of Philadelphia, 1935; served during World War 
Il; on the staff of Shadyside Hospital; died suddenly Dec. 10, 
aged 44, of coronary occlusion. 


Green, Howard Luison @ Toledo, Ohio; Toledo Medical Col- 
lege, 1898; fellow of the American College of Surgeons; for 
many years affiliated with Robinwood Hospital; died in St. 
Luke’s Hospital Dec. 30, aged 81, of chronic lymphatic 
leukemia. 


Griffin, David Wilson © Norman, Okla.; University College of 
Medicine, Richmond, 1899; emeritus professor of psychiatry 
and neurology at the University of Oklahoma School of Medi- 
cine in Oklahoma City; for many years superintendent of the 
Central State Hospital; for his contributions to the care of the 
mentally ill, was elected to the Oklahoma Hall of Fame in 
1935; died Dec. 31, aged 79, of cerebral thrombosis. 


Gutfreund, Joseph, Pomona Park, Fla.; New York University 
Medical College, New York, 1898; died Nov. 5, aged 90, of 
intestinal obstruction and emphysema. 


Hardin, Daniel Thomas © Ardmore, Tenn.; University of 
Tennessee College of Medicine, Memphis, 1909; affiliated with 
Lincoln County Hospital in Fayetteville, where he died Dec. 
18, aged 68, of coronary thrombosis. 


Harrower, Henry Robert, Pacific Palisades, Calif.; American 
Medical Missionary College, Battle Creek, Mich., and Chicago, 
1907; at one time assistant professor of medicine at the 
College of Medical Evangelists, Loma Linda and Los Angeles; 
member of the Endocrine Society; died in Glendale (Calif.) 
Sanitarium and Hospital Jan. 2, aged 69, of cerebral throm- 
bosis. 


Heidorn, William Block, Shreveport, La.; St. Louis University 
School of Medicine, 1921; past president and secretary of the 
Shreveport Medical Society; city physician; at one time mem- 
ber of the city board of health and school physician; served 
during World War I; died Dec. 26, aged 57, of arteriosclerosis. 


Hobbs, John Duncan @ York, Pa.; Hahnemann Medical Col- 
lege and Hospital of Philadelphia, 1945; resident surgeon, 
Harrisburg (Pa.) Hospital; affiliated with York and Columbia 
hospitals; died Dec. 28, aged 33, of coronary occlusion. 


Hughes, Frank Luckett ® Richmond, Va.; Columbia University 
College of Physicians and Surgeons, New York, 1919; died 
Jan. 7, aged 57. 


Hunter, John Marshall Jr., Syracuse, N. Y.; New York Univer- 
sity College of Medicine, New York, 1950; died in the Univer- 
sity Hospital recently, aged 28, of uremia and diabetes mellitus. 


Inman, Murphy M. ®@ Los Angeles; Beaumont Hospital Medi- 
cal College, St. Louis, 1897; died Dec. 8, aged 79. 


Kennedy, William Young @ Detroit; Detroit College of Medi- 
cine, 1913; member of the Industrial Medical Association; for 
many years on the staff of Grace Hospital, and surgeon for 
the American Car & Foundry Company, D & C Navigation 
Company, and Long Manufacturing Company; died in Logans- 
port, Ind., Dec. 28, aged 62, of coronary, disease. 

Kimberlin, Kenneth Karox, Tuckerman, Ark.; University of 
Indianapolis Medical Department, 1904; past president of the 
Jackson County Medical Society; at one time a city alderman 
and a member of the school board; died in Little Rock Jan. 2, 
aged 70, of carcinoma of the prostate. 
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Knolle, Robert L. ® Seguin, Texas; University of Louisville 
(Ky.) Medical Department, 1892; past president of the Guada- 
lupe County Medical Society; served as a member of the school 
board and as county health officer; died Dec. 30, aged 83, of 
coronary thrombosis. 


Kurth, Gustave Emil @ Lawrence, Mass.; Harvard Medical 
School, Boston, 1901; fellow of the American College of Sur- 
geons; past president of the Essex North District Medical 
Society; on the staff of the Lawrence General Hospital, where 
he died Dec. 26, aged 82, of paralysis agitans. 


Lamb, David R., St. Louis; St. Louis University School of 
Medicine, 1910; formerly on the staff of Mount St. Rose Sana- 
torium; died in Overland, Mo., Dec. 22, aged 67, of heart disease. 


Leigh, John Marshall © Midland, Texas; University of Texas 
School of Medicine, Galveston, 1945; served during World 
War II; died Nov. 3, aged 31, of complications following 
bronchopneumonia. 


Lewe, George Harmon ® Los Angeles; Northwestern Univer- 
sity Medical Schooi, Chicago, 1924; on the staff of Cedars of 
Lebanon Hospital; died Dec. 17, aged 54, of coronary sclerosis. 


Lewin, Samuel A. ® Staten Island, N. Y.; Eclectic Medical 
College of the City of New York, 1911; formerly chief of the 
bureau of preventable diseases, borough of Richmond, N. Y.; 
at one time field director of syphilis detection survey; author 
of “Health and Hygiene”; joint author of “Sex Without Fear” 
and “Sex After Forty”; died in Staten Island Hospital Jan. 13, 
aged 75. 


Looney, Vernon Lawrence, Big Piney, Wyo.; Loyola Univer- 
sity School of Medicine, Chicago, 1917; served during World 
War I; died in St. George, Utah, Dec. 4, aged 63. 


Lowry, Thomas McGrain @ Lexington, Ky.; Columbia Univer- 
sity College of Physicians and Surgeons, New York, 1923; 
served during World Wars I and II; formerly affiliated with 
Veterans Administration in St. Louis; died in the VA Hospital 
Dec. 4, aged 56, of cerebral hemorrhage. 


McGowan, Hugh S. ® Cartersville, Ga.; University of the 
South Medical Department, Sewanee, Tenn., 1904; died Dec. 
19, aged 71, of myocardial infarction. 


McKinley, Frank James © Tampa, Fla.; Medical College of 
the State of South Carolina, Charleston, 1903; for many years 
associated with the Indian Service; died Jan. 2, aged 75, of 
coronary heart disease. 


McManus, Harry Daniel, Washburn, Maine; McGill University 
Faculty of Medicine, Montreal, Canada, 1890; died Dec. 26, 
aged 87. 


MeNeeley, Mont, Wingo, Ky.; University of Tennessee Medi- 
cal Department, Nashville, 1897; died in Fuller Gilliam Hos- 
pital, Mayfield, Oct. 5, aged 82, of chronic nephritis. 


McReynolds, Robert Phillips ® Los Angeles; University of 
Pennsylvania Department of Medicine, Philadelphia, 1895; 
fellow of the American College of Surgeons; past president 
of the Los Angeles Obstetrical Society; chairman of the board 
of directors and past president of Coulter’s department store; 
for many years on the staff of the Santa Fe Coast Line Hospital 
and Good Samaritan Hospital, where he died Dec. 19, aged 81. 


Mason, Herman Edgar ® Spartanburg, S. C.; Emory University 
School of Medicine, 1921; affiliated with Spartanburg General 
Hospital; died Nov. 11, aged 58, of coronary insufficiency. 


Mazzolini, Andrew ® Holyoke, Mass.; Middlesex College of 
Medicine, Cambridge, 1933; served during World War II; on 
the staffs of the Holyoke and Providence hospitals; died Jan. 
12, aged 47, of coronary thrombosis. 


Mee, Robert Amos @ Wakefield, N. H.; University of Mary- 
land School of Medicine and College of Physicians and Sur- 
geons, Baltimore, 1928; died in Manchester Dec. 9, aged 56, 
of sepsis following a laryngectomy for carcinoma. 


Mills, James Fred, La Mesa, Calif.; Northwestern University 
Medical School, Chicago, 1908; veteran of the Spanish-Ameri- 
can War; died in Seattle Dec. 24, aged 74, of coronary throm- 
bosis. 


J.A.M.A., March 14, 1953 


Mohr, Mark ®@ Brooklyn; University and Bellevue Hospital 
Medical College, New York, 1911; specialist certified by the 
American Board of Pediatrics; affiliated with Israel] Zion 
Hospital; died in Maimonides Hospital Jan. 6, aged 64, of 
coronary insufficiency and prostatic carcinoma. 


Montague, Charles Elbert ® Wakefield, Mass.; Boston Univer. 
sity School of Medicine, 1896; served on the faculty of his 
alma mater; an Associate Fellow of the American Medica] 
Association; formerly member and chairman of the board of 
health, and school physician; for many years director and 
president of the Wakefield Cooperative Bank; died in Melrose 
(Mass.) Hospital Jan. 14, aged 86, of injuries received in a fal}, 


Morris, Alfred Lee, Summersville, W. Va.; Kentucky School of 
Medicine, Louisville, 1902; for many years superintendent of the 
Spencer (W. Va.) State Hospital; died in Charleston Dec, 29 
aged 82, of chronic myocardial insufficiency. 


Morton, Elmer Ellsworth © Des Moines, Iowa; Keokuk Medi. 
cal College, 1898; died Dec. 13, aged 80, of coronary throm. 
bosis. 


Mosby, Thomas Lee ® Chincoteague, Va.; Medical College of 
Virginia, Richmond, 1943; member of the Tennessee State 
Medical Association; served during World War II and received 
the Bronze Star and Purple Heart; died in Peninsula Genera} 
Hospital, Salisbury, Md., Dec. 5, aged 37, of acute hemorrhagic 
pancreatitis. 


Moss, Olin Winn, Lake Charles, La.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1920; specialist 
certified by the American Board of Otolaryngology; member 
of the American Academy of Ophthalmology and Otolaryn- 
gology; fellow of the American College of Surgeons; affiliated 
with St. Patrick’s Hospital, where he died Jan. 9, aged 60, of 
emphysema. 


Myers, George Thomas ®@ Macks Creek, Mo.; University of the 
South Medical Department, Sewanee, Tenn., 1898; affiliated with 
Baptist Hospital in Springfield; died in St. John’s Hospital, Spring. 
field, Dec. 15, aged 79, of heart failure. 


Nichols, Frank Irwin, St. Petersburg, Fla.; New York Homeo- 
pathic Medical College and Hospital, New York, 1902; died in 
St. Anthony’s Hospital Nov. 7, aged 74, of postoperative hemor- 
rhage. 


Niles, Byron Deloss, Lansing, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1904; died 
Dec. 16, aged 80, of coronary occlusion. 


O’Connell, Francis Daniel © Providence, R. 1.; Tufts College 
Medical School, Boston, 1928; member of the New England 
Obstetrical and Gynecological Society; served during World 
War I; affiliated with St. Joseph’s, Rhode Island, Roger Wil- 
liams General, and Miriam hospitals; died Jan. 9, aged 58, of 
chronic myocarditis and cirrhosis of the liver. 


Ott, Clarence F., Los Angeles; University of Louisville (Ky.) 
Medical Department, 1909; died Dec. 20, aged 70, of cerebral 
hemorrhage and hypertension. 


Parrish, Joseph Andrew @ Bellefonte, Pa.; Jefferson Medical 
College of Philadelphia, 1929; past president of the Centre 
County Medical Society; president of the Centre County 
Tuberculosis and Health Society; director of the Bellefonte 
Trust Company; affiliated with Centre County Hospital, where 
he died Jan. 14, aged 48, of a heart attack. 


Pendergrass, James Elmo ® Clovis, Calif.; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1921; formerly 
mayor of Clovis, and health officer of Fresno County; served 
during World War I; on the staffs of the Fresno (Calif.) Com- 
munity Hospital and Clovis Sanitarium; died Dec. 16, aged 56, 
of coronary thrombosis. 


Pirrung, Mathew Clarence, San Antonio, Texas; University of 
Cincinnati College of Medicine, 1921; served during World 
War II; formerly practiced in Cincinnati, where he was 4s- 
sistant coroner in Hamilton County from 1932 to 1936, served 
as police surgeon, and was on the staff of the Good Samaritan 
Hospital; died Jan. 2, aged 55, of arteriosclerotic heart disease. 
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Plouffe, Bernard Louis, Webster, Mass.; Harvard Medical 
school, Boston, 1915; member of the board of health for 
many years, serving as chairman for nine years; served during 
World War I; affiliated with Webster District Hospital; died 
Dec. 21, aged 62, of cerebral thrombosis. 


Polk, Winford Scott, Union, Miss.; University of Nashville 
(Tenn.) Medical Department, 1905; died in Laird Hospital 
Dec. 3, aged 71, of congestive heart failure. 


Poll, Daniel @ New York; Columbia University College of 
Physicians and Surgeons, New York, 1910; specialist certified 
by the American Board of Internal Medicine; served during 
World War I; at one time on the faculty of his alma mater; for 
many years affiliated with Mount Sinai Hospital; died Dec. 24, 
aged 65, of arteriosclerotic heart disease. 


Pugmire, LeRoy Rich ® Ogden, Utah; Chattanooga (Tenn.) 
Medical College, 1901; specialist certified by the American 
Board of Otolaryngology; member and past vice-president of 
the Pacific Coast Oto-Ophthalmological Society; fellow of the 
American College of Surgeons; affiliated with Thomas D. Dee 
Memorial and St. Benedict’s hospitals; died Dec. 2, aged 75, 
of gastric carcinoma. 


Pulliam, Seeley T. ® Houston, Texas; Eclectic Medical College, 
Cincinnati, 1897; formerly member of the state board of 
medical examiners; for many years on the staff of the Jefferson 
Davis Hospital; died Jan. 7, aged 78, of myocardial infarction. 


Richards, Polk, Albuquerque, N. Mex.; Indiana Medical College, 
School of Medicine of Purdue University, Indianapolis, 1906; 
for many years associated with Indian Service; veteran of the 
Spanish-American War and World War I; died Dec. 5, aged 74. 


Roberds, Thomas Wesley ® Belfast, Ohio; Medical Department 
of the University of Wooster, Cleveland, 1889; died Dec. 18, 
aged 89. 


Robins, Louis Sender ® Chicago; Northwestern University 
Medical School, Chicago, 1926; specialist certified by the Ameri- 
can Board of Pediatrics; member of the American Academy of 
Pediatrics and the American Coilege of Allergists; affiliated with 
Sarah Morris Hospital for Children and Michael Reese Hospital, 
where he died Jan. 8, aged 55, of myasthenia gravis, Parkin- 
son's disease, malignant thymoma, and cholelithiasis. 


Rocheleau, Walter Claver © Woonsocket, R. I.; McGill Uni- 
versity Faculty of Medicine, Montreal, Canada, 1908; past 
president of the Rhode Island Medical Society and the Woon- 
socket Medical Society; for many years surgeon for the Woon- 
socket fire department and police department; chief surgeon 
of Woonsocket Hospital; died Dec. 25, aged 71, of acute myo- 
cardial infarction. 


Rogers, William Travis, Atlanta, Ga.; Emory University School 
of Medicine, 1917; special deputy sheriff of Fulton County; 
honorary lieutenant colonel on the governor's staff; died Jan. 4, 
aged 67, of coronary thrombosis. 


Rosset, Ephriam Manuel ® Philadelphia; Jefferson Medical Col- 
lege of Philadelphia, 1938; specialist certified by the American 
Board of Obstetrics and Gynecology; served overseas as a flight 
surgeon with the Seventh Air Force during World War II; on 
the staff of the Albert Einstein Medical Center and the Jefferson 
Hospital, where he died Jan. 1, aged 39. 


Rowe, James William, Rochester, N. Y.; Medical College of 
Ohio, Cincinnati, 1895; for many years a member of the Cin- 
cinnati Obstetrical Society; formerly practiced in Cincinnati, 
where he was on the faculty of University of Cincinnati College 
of Medicine and affiliated with Deaconess Hospital and Cincin- 
nati General Hospital; served during World War I; died in the 
Strong Memorial Hospital Dec. 29, aged 83, of carcinoma of the 
stomach, 


Rutherford, Willmar Clifford ® Palm Beach Shores, Fla.; Mil- 
waukee Medical College, 1911; fellow of the American College 
of Surgeons; member of the Minnesota State Medical Associ- 
ation; served on the staffs of St. Joseph’s Hospital in St. Paul 
and St. Joseph’s Hospital in Brainerd, Minn.; died in St. Mary’s 
Hospital in West Palm Beach Dec. 21, aged 67, of acute 
coronary occlusion. 
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Sasser, James Archibald © Conway, S. C.; Medical College of 
the State of South Carolina, Charleston, 1924; member of the 
Southeastern Surgical Congress; fellow of the American College 
of Surgeons; affiliated with Conway Hospital; died Jan. 3, 
aged 55, of coronary occlusion. 


Scatena, Frederick Nicolas ® Sacramento, Calif.; University of 
California Medical School, San Francisco, 1914; secretary- 
treasurer of the California Board of Medical Examiners, of 
which he became a member in 1941; died Dec. 25, aged 64. 


Silvis, Charles Harrold, Irwin, Pa.; Jefferson Medical College 
of Philadelphia, 1923; served during World War I; died Dec. 28, 
aged 57, of coronary occlusion. 


Smith, Channing Gamalial © Des Moines, Iowa; Drake Uni- 
versity Medical Department, Des Moines, 1902; past president 
of the Iowa State Medical Society; medical director of the 
Iowa Board of Social Welfare; died in San Antonio, Texas, 
Dec. 21, aged 75, of coronary thrombosis. 


Sporleder, Otto © Baraboo, Wis.; Medical College of Virginia, 
Richmond, 1907; died in St. Mary’s Hospital Oct. 14, aged 85. 


Stoutenborough, William Aaron © Columbus, Ohio; Eclectic 
Medical College, Cincinnati, 1913; assistant professor of 
ophthalmology at Ohio State University College of Medicine; 
specialist certified by the American Board of Ophthalmology; 
member of the American Academy of Ophthalmology and 
Otolaryngology; on the staffs of Grant, St. Francis, Mount 
Carmel, and University hospitals; died Jan. 19, aged 67, of 
cerebral hemorrhage. 


Sullivan, John Francis ® New Haven, Conn.; College of Physi- 
cians and Surgeons, medical department of Columbia College, 
New York, 1894; died Dec. 15, aged 84, of arteriosclerosis. 


Teater, Rice Miller © Nicholasville, Ky.; University of Louis- 
ville (Ky.) School of Medicine, 1927; died in the Good 
Samaritan Hospital, Lexington, Oct. 21, aged 53, of shock, 
following third degree burns. 


Topping, Frank Pixley, Carmel, Calif.; Cooper Medical Col- 
lege, San Francisco, 1899; died in Peninsula Community Hos- 
pital Dec. 25, aged 79. 


Towne, Nehemiah Alvarado ® Naugatuck, Conn.; University 
of Vermont College of Medicine, Burlington, 1931; certified 
by the National Board of Medical Examiners; died in St. 
Mary’s Hospital, Waterbury, Dec. 27, aged 45, of cerebral 
hemorrhage. 


Troescher, William George, New Orleans; Medical Department 
of Tulane University of Louisiana, New Orleans, 1903; affili- 
ated with Charity and Mercy hospitals and the Illinois Central 
Hospital, where he died Dec. 31, aged 71, of myocardial in- 
farction and coronary insufficiency. 


Vercellini, Giuseppe, Los Angeles; Regia Universita di Torino 
Faecolta di Medicina e Chirurgia, Italy, 1895; died in Decem- 
ber, aged 82, as the result of a fall from a cliff. 


Walter, George Washington @ Racine, Wis.; Northwestern 
University Medical School, Chicago, 1931; member of the 
Central Association of Obstetricians and Gynecologists; died 
Nov. 22, aged 50, of coronary disease. 


Wells, William Howard © Waco, Texas; University of Texas 
School of Medicine, Galveston, 1932; specialist certified by the 
American Board of Surgery; fellow of the American College of 
Surgeons; formerly vice-president of the State Medical Associ- 
ation of Texas; past president of the McLennan County Medi- 
cal Society; served during World War II; on the staffs of 
Hillcrest and Providence hospitals; died Jan. 11, aged 44, of 
coronary occlusion. 


White, William A. K., Fall Branch, Tenn.; (licensed in Tennes- 
see in 1904); died Oct. 28, aged 80, of heart disease. 


Williams, William Charles ® Haddon Heights, N. J.; Hahne- 
mann Medical College and Hospital of Philadelphia, 1928; 
served as school physician for Mount Ephraim; affiliated with 
West Jersey Hospital in Camden, where he died Dec. 23, aged 
49, of hypertension and cardiovascular disease. 
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GOVERNMENT SERVICES 


ARMY 


Servicewide Tests of Plasma Substitute——The Army Medical 
Service has broadened its tests of dextran, a plasma substitute 
derived from sugar, to include all medical units in this country 
and oversea theaters. The Surgeon General has authorized Army 
physicians to use dextran wherever they believe it may be suit- 
ably employed in place of plasma. Extensive trials of dextran 
in military and civilian hospitals in the United States and on 
combat casualties in Korea have shown that the polysaccharide 
plasma expander possesses many of the qualities of blood 
plasma and may eventually supplant plasma if present findings 
are confirmed. Gen. George E. Armstrong, the Surgeon Gen- 
eral, emphasized, however, that the Army’s requirements for 
whole blood, currently used in the ratio of three to one with 
plasma, would be undiminished by the substitution of dextran 
or serum albumin for plasma. Only whole blood, he said, 
contains the living red blood cells necessary to the recovery 
of casualties who have lost more than 30% of their circulating 
blood volume. 

Developed as a volume expander for the circulatory system 
by Swedish scientists during World War II, dextran is the 
product of the action of bacteria on ordinary cane sugar, 
molasses, or beet juice. The original Swedish dextran, which 
accounted for a high percentage of allergic reactions in patients 
receiving it, has been considerably modified by American and 
British research scientists who now believe that dextran will 
cause fewer such reactions than plasma or blood itself. An 
easily manufactured inorganic material, dextran has the added 
advantage of being free of contamination by bacteria or viruses, 
including the virus of serum hepatitis. Dextran costs about 
$6.50 per 500 cc. bottle, compared to about $27 for processing 
a unit of plasma. The National Research Council has recom- 
mended that dextran be stockpiled for use in case of emergency 
by the armed forces and the Federal Civil Defense Administra- 
tion. The substance has also been approved by the Federal 
Food and Drug Administration. 


NAVY 


Instruction in Submarine Medicine.—Applications for a course 
of instruction in submarine medicine are desired from regular 
and reserve medical officers on active duty of the rank of 
lieutenant commander and below, the Bureau of Medicine and 
Surgery announced Feb. 18. The course consists of two and a 
half months’ instruction at the Experimental Diving Unit, 
Naval Gun Factory, Washington, D. C., and six months’ 
instruction at the Submarine School, Naval Submarine Base, 
New London, Conn. Convening dates for this course are on 
April 15 and Oct. 15 of each year. Vacancies exist in both the 
April and October, 1953, classes. Applicants desiring the course 
convening April 15, 1953, should submit requests through 
channels by air mail or dispatch. Applicants must be physically 
qualified in accordance with articles 15-29 and 15-30, Manual 
of the Medical Department. A completed standard form 88 is 
necessary and, if possible, should accompany the application. 
Also, the application should include the service agreement 
required by Bureau of Medicine and Surgery circular letter 
52-33. 


VETERANS ADMINISTRATION 


Residencies in Psychiatry.—Residencies in psychiatry are avail- 
able at the VA Hospital, Hines, Ill., beginning July 1, 1953, 
for a period of three years. The residency program is under 
the direction of the department of psychiatry, University of 
Dilinois. The hospital is within commuting distance of all other 
psychiatric facilities in the Chicago area. The training is fully 
accredited by the American Board of Psychiatry and Neurology. 


CIVIL DEFENSE 


Baltimore Health Service File-—A compact portable Workin 
file of key Civil Defense Health Service information has bes 
prepared by the Baltimore City Health Department under the 
supervision of Dr. J. Wilfred Davis, director of the Medical 
care section, and George W. Watson, M.S.P.H., administratiy, 
assistant. This file of information, which is considered essenig 
for the establishment of a satisfactory emergency health SETVigg 
for a stricken city, is contained in one 8% by 11 in. loose-legf 
binder. By maintaining this information in loose-leaf form, i 
is possible to add additional items of necessary informatio 
as they are made available. From time to time new items ap 
added to the book. The plan is to call in all copies and bring 
them up-to-date at three month intervals. 

The major divisions used in the file of key information ap 
as follows: (1) administration, (2) hospitals, (3) casualty cley. 
ing stations, (4) vital records, statistics, and mortuary service 
(5) sanitation and special weapons, (6) food services, (7) fir 
aid, (8) welfare and other official cooperating services, and (9) 
Civil Defense map of Baltimore. In each of the categories ty 
development of lists of key personnel is strictly adhered to, 
These lists must be carefully compiled as regards exact offic 
and home addresses and telephone numbers. 

A quick reference sheet has been developed with respect tg 
individual casualty clearing stations, showing street locatioy 
and locations in general terms on the civil defense map, key 
professional and supporting personnel with home and offic 
addresses and telephone numbers, and an abbreviated list of 
the most important supplies stocked at the particular station, 
A predetermined chain of command is established with deputig 
or alternates assigned who can immediately take over the major 
duties of all of the original officials. 

The Baltimore City Civil Defense Health Service has thy 
recorded all the required information on 98 casualty clearing 
stations, 21 cooperating hospitals including a résumé of emer 
gency expansion plans with capacities and locations, 23 mor 
tuary teams, their rendezvous points and burial areas, and fill 
information on a well-organized sanitation and special weapon 
defense section. In addition there are included lists of American 
Red Cross coordinating personnel, together with appropriatt 
maps. A large Civil Defense map of the city is enclosed ina 
manila envelope that is clipped to the back cover of the binder 


Five copies of the master loose-leaf file are being maintained. 
One copy is kept at the home of the director who is the com 
missioner of health of the city. One is at the home of th 
deputy director. The third and fourth are on file in the offices 
of the directors of each of the two adjacent large county Civil 
Defense Health Services in Baltimore County and Anne Amt 
del County health departments, and the fifth copy is being 
used as a ready reference in the city health department heaé- 
quarters office of the Baltimore City Civil Defense Healt 
Service. This fifth copy will be taken to the home of the ke 
staff member in the event an emergency appears imminent. 


PUBLIC HEALTH SERVICE 


Decrease in Communicable Disease-—According to the Ne 
tional Office of Vital Statistics, Public Health Service, the 
ported cases of diphtheria for 1951 totaled 3,983, compar 
to 16,260 in 1952. There were 11 cases of smallpox in 19), 
compared to 865 in 1942, and 2,128 cases of typhoid, com 
pared to 5,595 a decade ago. The incidence of malaria and 
endemic typhus has also declined in this 10 year period. Excep! 
for the introduction of cases in 1951 among military persont# 
who obtained their infection in Korea, the decline in malat 
has been remarkable. There were 60,077 cases reported in 1942 
and 5,600 in 1951, including the military. The incidence % 
typhus has dropped from 3,736 to 378 in this period. 
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FOREIGN LETTERS 


ARGENTINA 


pismissal of Prof. Alejandro Pavlovsky.—A position as pro- 










hte rig fessor of surgery was opened recently at the Medical School 
ore of the University of Buenos Aires, for which Dr. Alejandro 
| mh paviovsky, renowned assistant professor, was considered. The 


dean of the medjcab school, Dr. Jorge Taiana, requested a 
recommendation from two other persons, “stating that [Dr. 
paviovsky] quite agreed with the Peronista doctrin.” Dr. Pav- 
lovsky refused to comply and stated that this certificate should 
not be a requisite for the appointment of a university professor. 
He published the correspondence concerning this affair among 
his papers and sent copies of it to many friends and colleagues. 
He then retired his application to the chair of surgery of the 
medical school. For these reasons, the directive council of the 
medical school dismissed Dr. Pavlovsky from his charge as 
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ation ar assistant professor of surgery. 
Ity clear. 
Services, Congress on Antibiotics and Chemotherapy.—Some months 
(7) firs ago, Dr. Roque Izzo, former dean of the Medical School of 
» and (9} the University of Buenos Aires, was appointed president of 
Ories the acommittee for the study of the clinical results of isoniazid in 
lered to, the treatment of tuberculosis. This new activity encouraged 
act office him to organize in Buenos Aires the First International Con- 
gress on Antibiotics and Chemotherapy. The Ministry of Public 
espect to Health sponsored the organization, and the firms producing 
locations or introducing antibiotics financed the traveling expenses of 
nap, key many renowned foreign specialists in antibiotics or related prob- 
nd office lems. The meetings were held on Dec. 7 and 13 in Buenos 
di list of Aires. Lectures were given by foreign specialists, and some 
station, clinical applications were discussed by Argentine physicians. An 
deputies International Society of Antibiotics and Chemotherapy was 
he major established and Dr. Izzo was appointed its first president. The 


foreign guests and speakers were: G. L. Hobby, E. Florey, 
Chester Keefer, G. W. Rake, V. Knight, M. Finland, W. 
Anderson, F. Chiancone, Visconti di Modrone, C. Hinshaw, 
A. Torres Munoz, E. Holm, Sidney Ross, A. Wisokinski, W. 
Hewitt, H. Steinlein, A. Brockmann, and O. R. Bartz. 
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propriate 
sed ina Television im Australia—There is as yet no television in 
e binder Australia. Technical aspects have been closely studied and 
intained, decisions made, but the social and psychological aspects are 
the com causing concern and controversy. The Commonwealth Govern- 
> of the ment has appointed a Royal Commission on Television to 
e offices advise on future developments. It is likely that there will be a 
nty Civil dual system of television, partly by commercial enterprise that 
re Aru would receive revenue from advertising, and partly by govern- 
is being ment stations that would be financed by viewers’ license fees 
nt head and taxation. This is the system by which radio broadcasting 
- Health is effected today. The system has been in effect for 21 years. 
the key The Commonwealth Parliament has already decided against 
rinent. making television a government monopoly. Political and re- 
ligious bodies are among the hundred organizations who have 
already applied for television licenses. The Royal Commission 
will consider evidence gathered from educational and religious 
groups, social workers, radio stations, entertainment and sport- 
the Ne ing groups, advertisers, newspapers, radio and electronics 
“the 1 manufacturers, and trade unions. 


ompakii Diphtheria Immunization Approaches Saturation.—Forty years 





in 1951, ago, in Australia, diphtheria claimed one child in every 4,000 
id, . tach year. Today, a death is rare. Queensland leads in the 
Mecca application of immunization. Over 90% have been immunized 
ai in the large cities, and 85% in the country. It is claimed that 
cnolaill this is a world record. 
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lence of The items in these letters are contributed by regular correspondents in 
the various foreign countries. 





CHILE 


Medicosurgical Meeting of Valparaiso.—Three subjects were 
submitted to a panel discussion at the Sixth Medical Meeting 
of Valparaiso: chemotherapy of tuberculosis, anemia, and lum- 
bar and sciatic pain. 


Tuberculosis.—The efficiency of streptomycin in treatment of 
the advanced lesions of pulmonary tuberculosis when associated 
only with rest was studied by Prof. G. Corbalan of the San 
José Hospital. He reported on 183 patients, 50% of whom 
were observed for more than one year after treatment. The 
dose used was 1 gm. daily and a total dose of 50-100 gm. The 
duration of the treatment was between 46 and 135 days. The 
results obtained were favorable in 89% of the moderately ad- 
vanced cases and in 62% of the advanced cases. Nevertheless, 
the author believes that the immediate results are not definite, 
because the follow-up examination showed that only a minority 
of the cases remained stationary. Thus, of the 133 regression 
cases, 91 continued regressing after the cure, 33 remained sta- 
tionary, and the remainder became progressive. Of the 37 cases 
that were not modified by the therapy, 32% became regres- 
sive, 27% remained stationary, and 40% became progressive. 
Of the 13 cases that were progressive in spite of the treat- 
ment, 11 continued their evolution, 1 became better, and an- 
other did not suffer any changes. In other words, about 24% 
of all the patients continued in the same state as when the 
streptomycin therapy was suspended. The bacilloscopy became 
negative in 40% of the cases. 

The influence of streptomycin on the results of collapso- 
therapy was presented by Dr. A. Pierry of the Hospital Sana- 
torio of Valparaiso. Thirty patients received a pneumothorax 
and streptomycin, and 77 received the drug and thoracoplasty. 
The majority .of the cases treated with pneumothorax were 
moderately advanced. The average dose of streptomycin used 
was 50 gm. A more than 50% regression of the radiological 
lesion was observed in 17 cases and a less than 50% regression 
in 10 cases; 3 cases showed no variation. A radiological con- 
trol was done after four months in only 17 cases and revealed 
that 16 cases showed a regression of the lesions whereas only 
1 case remained stationary. The comparison of the results of 
streptomycin alone with the results of streptomycin and pneu- 
mothorax on cavitary lesions revealed that 82% of the cavities 
subsisted after treatment with streptomycin alone whereas in 
78% of the cavities remained after treatment with strepto- 
mycin and pneumothorax. In regard to thoracoplasty associated 
with streptomycin, 75% of the patients had moderate lesions 
and 24% had advanced lesions. In the cases of moderate 
lesions the pulmonary cavities were closed in 91% of the cases 
compared with 68% in the advanced cases. 

Amithiozone was studied by Prof. S. del Rio and collabo- 
rators, of the Trudeau Hospital of Santiago. The study was 
based on 103 cases. The average dose was 150 mg. daily. A 
total dose of 16 gm. was the average. Advanced cases num- 
bered 67, moderately advanced 35, and minimal only 1. Sev- 
enty-nine cases had cavities. After the treatment 59 of the 
cavitary lesions were in the same condition or showed a pro- 
gression, 10 disappeared, and 10 showed a clear reduction in 
size. Dr. E..Pereira studied the combination of streptomycin 
and p-aminosalicylic acid in 33 cases. A regression of more 
than 50% was found in nine cases, between 50 and 20% in 
12 cases, and less than 20% in 5 cases. Seven cases remained 
stationary or progressed. Of 19 patients treated with an asso- 
ciation. of streptomycin and amithiozone, Dr. Pereira found 
that 8 showed a regression of more than 50% and,6 less than 
50%. Five cases remained without change. Prof. H. Alessandri 
and collaborators presented a work on the influence of strepto- 
mycin, p-aminosalicylic acid, and amithiozone in peritoneal 
tuberculosis. The majority of the cases had an average of four 
months’ evolution before the first visit to the hospital. There 
were twice as many women as men, The treatment lasted an 
average of 33 days. The average dose of streptomycin admin- 
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istered was 44 gm. Fever disappeared on the fourth to seventh 
day of the treatment. Abdominal pain, dyspepsia, and diarrhea 
showed a marked decrease in the second to third week. Ascites 
once evacuated did not show a tendency to form again. The 
authors advised the use of streptomycin, 1 gm. three times a 
week, combined with 12 gm. daily of p-aminosalicylic acid or 
with 100 mg. of amithiozone. The duration of the treatment 
must not be less than four months. The use of streptomycin 
intraperitoneally does not seem to have any influence on the 
clinical picture. 

Osteoarticular tuberculosis was discussed by Dr. M. Cerda. 
The treatment was based on streptomycin and p-aminosalicylic 
acid, or streptomycin alone. In 57% of the cases there was a 
complete cure, 30% showed a marked improvement, 6% 
showed no change, and 7% became worse. The results are 
much better when streptomycin is associated with p-amino- 
salicylic acid. Streptomycin in the treatment of osteoarticular 
tuberculosis must be associated with the classical treatment. 
Streptomycin decreases the preoperatory time and the total 
evolution and increases notably the results of cure. The per- 
centages of complications and the mortality decrease with the 
use of these drugs. Prof. Sayago Gumersindo was the guest 
speaker from Argentina and read a paper on the manner of 
action of the antituberculosis drugs. 

Anemia.—Prof. Dameshek of the United States opened the 
panel discussion on anemia by presenting a report on anemia 
in general. Dr. G. Ducah of the Salvador Hospital presented 
a paper on the frequency of various types of anemia in the 
general hospital population in Chile. The work was based on 
a study of 13,000 patients hospitalized between 1946 and 1951. 
Anemia was present in 37% of these patients. The most fre- 
quent forms of anemia found in the hospital were: (1) anemia 
caused by a chronic infection, such as tuberculosis and sub- 
acute endocarditis, (2) anemia caused by chronic bleeding, such 
as in duodenal ulcers, hemorrhoids, or uterine bleeding, (3) 
cirrhosis of the liver, (4) chronic nephritis, (5) anemia due to 
a disease of the blood, such as pernicious anemia and leukemia, 
(6) anemia due to acute hemorrhages, and (7) anemia due to 
acute infections, intoxications, and cancer. 

Nonpernicious macrocytic anemia was discussed by Dr. R. 
Etcheverry. He stated that the main cause of this form of 
anemia was cirrhosis of the liver, in which case 92% of the 
patients analyzed had anemia. In 74% of the cases the anemia 
was moderate, and in 26% it was marked. The anemia was 
hyporegenerative. Anemia in cirrhosis of the liver is due to 
chronic and/or acute hemorrhages combined with a deficit of 
food intake, decrease of the absorption (anachlorhydria, diar- 
rhea, and ectasia of the digestive circulation), and a disturb- 
ance of the storage of the hematopoietic principle. The treat- 
ment used in these cases with variable degrees of results was 
blood transfusion, hepatotherapy, diet, and administration of 
iron. 

Anemia in chronic nephritis was discussed by Dr. F. Ugalde. 
He stated that anemia is present in the final stages of the dis- 
ease when there is a retention of the nitrogen products. Al- 
though there is no parallelism between the degree of anemia 
and that of nitrogen retention, anemia shows some increase as 
the latter increases. Generally the anemia is normocytic and 
normochromic, although at times it can be macrocytic. The 
bone marrow in the majority of the cases has a normal number 
of cells or else shows signs of hyperactivity. The bone mar- 
row shows no relation to the clinical stage of the nephropathy. 
In the great majority of patients with chronic uremia the bone 
marrow is hyperactive mainly in the myeloid megakaryocytes. 
The erythropoiesis is normal. Only when the nonprotein nitro- 
gen increases above 150 mg. does a small degree of selective 
hypoplasia of the red blood cells appear. 

Lumbar and Sciatic Pain —Dr. E. Fuentes opened the panel 
discussion on lumbar and sciatic pain with a study on the fre- 
quency of the condition. He maintained that at least 10% of 
the adult population presents at one time or another some 
manifestations of it. This high frequency is confirmed by the 
frequency with which protrusions of the nucleus pulposus is 
found at autopsy. Of the cases presented to the author with 
the diagnosis of lumbar-sciatic pain 85% showed protrusions 
of the nucleus pulposus. The remaining 15% were due to 
tubercular spondylitis, vertebral metastasis of tumors, congeni- 
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tal malformations without discus lesions, or spondylarthritis 
Of the patients 70% were men and only 30% women. The 
great majority of the patients were over 40 years old. The Most 
important factor in the predisposition of the formation of the 
protrusion of the nucleus pulposus is the degeneration of the 
disk, which is evident in the second half of life. An importan, 
local factor in the predisposition is an overload on the Jumbo. 
sacral region. The diagnosis and the various differential diag. 
noses were discussed by a number of authors. The medical anq 
surgical treatments were also analyzed. 


DENMARK 


Extension of the Aarhus University.—The medical faculty of the 
Aarhus University has hitherto organized the teaching of medj- 
cine in such a way that medical students completed their training 
and took their final examinations at the sister university jp 
Copenhagen. As of September, 1952, Aarhus began to take 
charge of the final training of medical students so that by the 
winter of 1954-1955 the students will confine their studies to the 
home university. As pointed out by Prof. N. Blixenkrone-Moller, 
this expansion of the university’s activities entails the appoint. 
ment of professors in various disciplines and the building of 
quarters for teaching pathology, pharmacology, and the like. The 
teaching of obstetrics is to be linked with a maternity hospital, 
and the erection of a large surgical auditorium has already been 
started. Residential quarters are provided for medical students 
of both sexes, and there are quarters for the married students 
who need them. A library is planned in the university park, and 
all the teaching centers are convenientiy grouped together. The 
medical curriculum is much the same for the universities of 
Aarhus and Copenhagen, and the former is now in a position, 
like the latter, to confer the degree of Doctor of Medicine. Of 
all the changes already put into force or planned, the most im- 
portant is certainly that medical students will now be able to 
complete, as well as begin, their training at the home university 
and will thus no longer have to struggle to find housing accom- 
modation in Copenhagen. 


Editorial Policies of Ugeskrift for Laeger.—As the medical 
weekly Ugeskrift for Laeger is the official organ of the Danish 
Medical Association, some of the members of the association 
take the opportunity of the annual meeting of this body to dis- 
cuss the editorial policies of their journal. The annual meeting 
last August proved no exception to this rule, and on this occa- 
sion the journal’s anonymous editorials came under fire by 
speakers who would prefer that they be signed. It was suggested 
that a subject such as birth control, on which unanimity is hardly 
to be expected, should not be ventilated in editorials assumed 
to voice the considered opinion of the profession as a whole. 
In defense of anonymity, it was pointed out by two speakers 
with editorial experience that it would be difficult to enlist the 
aid of experts if they were required to sign their names to short 
notes presenting an incomplete picture of any subject. An expert 
may be willing to associate his name with a carefully balanced 
review of his subject but not with a short note. Prof. Mogens 
Fog, one of the editors of Ugeskrift, explained the principles 
that he had followed in providing sober editorials on advances 
in medicine, which are eagerly followed by the lay press. In his 
opinion the ideal editorial is a valuable check on exaggerated 
optimism in the medical field and on medical authors who are 
tempted to over-emphasize. When a signed article by such a 
medical author needs critical editorial comment, it would be 
difficult to persuade an expert to sign his name to such a short 
corrective. No vote was taken on the proposal that all editorials 
be signed, for it was felt that the comparatively few members 
of the association present on this occasion could hardly be ex- 
pected to represent the opinions of the some 6,000 readers of 
Ugeskrift. Meanwhile, it should be noted that this criticism of 
anonymous editorials is a minor matter in view of the high 
esteem with which Ugeskrift is regarded. Its great and growing 
prestige depends partly on its reflection of the high standard of 
medical research in Denmark in recent years and partly on the 
efficiency with which its editors have worked, in spite of the 
pinpricks to which all those concerned with a publication owned 
by a corporate body are exposed. 
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LONDON 


angers of Household Detergents.—In The Practitioner (170: 
166 [Feb.] 1953) Dr. Geoffrey Hodgson, lecturer in dermatology 
at the Welsh National School of Medicine, discusses the uses 
of household detergents and their dangers. There are six ways 
in which detergents can affect the skin. They may (1) act as 
primary irritants; (2) sensitize the skin to detergents or added 
qubstances; (3) act as a solvent for the skin fat; (4) predispose 
the skin to penetration by other irritants or sensitizers; (5) 
affect the nails and nail folds; and (6) aggravate or dispose the 
skin to constitutional disease of an eczematous type. Acute 
contact dermatitis, occurring on the first contact with the deter- 
gent, IS probably the commonest example of dermatitis caused 
by a detergent. While occurring predominantly on the hands, 
it is also found as areas of redness, soreness, and papulation 
of the skin in places touched by garments that have not been 
thoroughly rinsed after they were laundered with a detergent. 
Sensitization dermatitis is similar in appearance but occurs 
after the skin has been exposed to the detergent for weeks or 
months. Solvent dermatitis resulting from solvent actions oc- 
curs as the result of long-continued use of detergents and is 
characterized by soreness and dry scaling of the backs of the 
hands, wrists, and forearms and exaggerated skin markings on 
the palms. Eczematous changes resulting from penetration of 
other chemicals and irritants are most apt to occur in workers 
who handle chemicals capable of damage. Nail and paronychial 
damage may take the form of shedding of the nails after an 
acute contact dermatitis or of less acute dystrophic changes. 
According to Hodgson, “Many housewives complain of brittle 
nails, the probable result of degreasing soaps and detergents 
acting on the nail plate of those whose resistance has been 
weakened by anaemia, constitutional disease and fatigue-ten- 
sion states. Nail polish removers may be a contributory cause.” 
Ageravation of existing skin disease and predisposition to con- 
stitutional eczema are most likely to be seen in those with “old 
skins, congenitally dry or ichthyotic skins, poor peripheral 
circulation with perniosis liable to winter chapping, and those 
with a history of previous contact dermatitis.” All such persons 
should use detergents with caution. For prophylaxis, it is 
recommended that the directions on household detergent pack- 
ages mention that the preparation may be harsh to those with 
dry or sensitive skins. “The danger of damage from detergents 
may have been exaggerated, but it can be slight consolation to 
the housewife with an acute blistering dermatitis of the hands 
to know that her undies are white as snow, when she might 
have been forewarned.” Although there is not yet any statistical 
evidence of the incidence of dermatitis from the new deter- 
gents, there is no doubt that they can cause acute eczematous 
dermatitis and “this damage is much more acute than that seen 
with the soap powders.” “As medical men we should be aware 
of, and also make the patients aware of, the danger of contact 
dermatitis, but we should hold a watching brief as to the 
actual dangers existing. . . . The force of advertising will both 
popularize the glamour of the product as well as the clamour 
of the complaint.” 


Tethering the Hospitals—One of the fundamental problems of 
the National Health Service at the moment is how to reconcile 
adequate Ministry control of expenditure with regional control 
of the hospitals. In the face of ever-increasing expenditure on 
the hospitals, there has been a tendency recently for the Min- 
istry to interfere in the day-to-day running of the hospitais. 
The inevitable consequences of such a policy, which curbs local 
initiative and produces a state of frustration in the governing 
bodies of the hospitals, are well brought out in a recent com- 
munication in The Times. The present state of affairs is best 
exemplified by some quotations from a letter from a member 
of a London teaching hospital that “has a tradition of in- 
dependence going back for more than two and a quarter 
centuries and a reputation that is world-wide.” Hospitals have 
recently been told that no additions to the staff may be made 
without ministerial approval. “For example, if, instead of 
tarying out a painting job by contract labour, the hospital 
Wishes to have this done by direct labour, and the hospital’s 
Wn maintenance staff painters are already occupied, approval 
must be obtained for the employment of, say, five additional 
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painters for four weeks.” The board of governors of one 
hospital includes two directors of large businesses, the former 
governor of a famous trading company, and a Queen’s Counsel, 
who among them, have 65 years’ experience in hospital man- 
agement. Yet, “the board has now been told that it must seek 
the Minister’s approval if, for example, it wishes to run an 
extension from the hospital’s telephone switchboard to the ac- 
commodation of a resident employee required to be on call 
for night emergencies.” These are by no means isolated in- 
stances. It is clear that, unless some solution of the problem 
is found and found quickly, local initiative will be curbed, and 
it will be difficult to find the right type of man to accept the 
responsible duties involved in being a useful member of an 
active board of governors of a hospital. 


Fowler’s Solution Arraigned.—An interesting case of toxipathic 
hepatitis caused by potassium arsenite (Fowler's) solution is 
reported in The Lancet (Feb. 7, 1953, p. 269). The patient, a 
40-year-old butcher, had been taking potassium arsenite solu- 
tion over a period of 15 months for dermatitis herpetiformis. 
During this time, he had consumed half a liter of it, an amount 
equivalent to 80 grains (5.2 gm.) of arsenic trioxide. On ex- 
amination, it was found that he had brownish pigmentation of 
the skin and hyperkeratosis of the palms and that his liver was 
hard and enlarged and was one handbreadth below the costal 
margin. After a course of dimercaprol (BAL), there was a 
marked increase in urinary excretion of arsenic, and the liver 
shrank until it was only one fingerbreadth below the costal 
margin. In spite of the satisfactory clinical recovery, it is con- 
sidered that in this patient diffuse fibrosis of the liver will 
probably be a permanent result of the administration of arsenic. 
It is concluded that there is now “no justification for the long- 
continued administration of arsenic in general medicine. If 
advantage is to be taken of the palliative effect of Fowler's 
solution in dermatological practice, the necessity for careful 
clinical control must be appreciated.” 


Major Scottish Export.—For many generations, physicians have 
been one of Scotland’s major exports. An article in the Health 
Bulletin (11:19 [Jan.] 1953) of the Department of Health for 
Scotland provides interesting facts concerning this unusual 
export commodity. The number of medical practitioners who 
live in Scotland or who give a Scottish address has risen from 
4,544 in 1920 to 9,096 in 1952. The corresponding figures for 
England and Wales are 26,619 in 1920 and 50,574 in 1952. 
The number of Scottish medical students who qualify annually 
is between 550 and 600; more than 23% of those who qualify 
are women. In proportion to population, Scotland produces 
nearly three times as many physicians as England and Wales. 
Assuming a working life of 40 years, the Scottish output of 
qualified practitioners would serve to maintain a “strength” of 
around 20,000, with allowances for those who die or retire 
early, women who give up practice when they marry, and 
those who change their vocation. On the other hand, the num- 
ber of physicians employed in the various branches of the 
National Health Service in Scotland in 1952 was only 5,302; 
there were 2,698 in general practice, 2,344 in the hospital 
service, and 260 in the public health service. It is estimated 
that in Scotland the present annual demand for medical prac- 
titioners includes about 80 for hospital specialist staff appoint- 
ments, about 145 for general practice (principals), and 5 for 
public health appointments. As the article concludes, “It seems 
clear that now and for some time to come, more than half of 
the graduates of Scottish medical schools will perforce seek to 
make their career furth of Scotland.” Judging from past ex- 
periences, few of these professional exiles will have much 
difficulty in finding a suitable place to practice. 


Cortisone Synthesis—In the annual report of the National 
Research Development Corporation it is stated that the cor- 
poration is sponsoring a plant in East Africa to study methods 
of extracting and processing sisal juice for hecogenin produc- 
tion. This work will be carried out by a laboratory unit under 
the joint auspices of the Medical Research Council and the 
East African Industrial Research Board. This decision follows 
the discovery, by workers of the Medical Research Council, 
that sisal juice, a waste product of the sisal industry, contains 
a high concentration of hecogenin, a well-recognized potential 
basic material for the synthesis of cortisone. 
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SWEDEN 


Treatment of Rheumatoid Arthritis with Hyaluronidase In- 
hibitors.—The rheumatological hospital in Lund, under Dr. 
Gunnar Edstrém, has of late dealt with many patients with 
rheumatoid arthritis who have been given hyaluronidase in- 
hibitors by mouth. Three such synthetic inhibitors, known as 
compound 21 P, compound 7 P, and compound 16 P, were 
collectively labeled SHI. A possible connection between this 
group of drugs and the rheumatic diseases has been under con- 
sideration for about a decade, and the chances of this connection 
being successfully exploited seem to be evident from a report 
published from this hospital in the Swedish medical journal 
Hygiea, now incorporated in the Scandinavian conglomerate 
journal Nordisk Medicin for Nov. 21, 1952. The authors of this 
report, Dr. L. Hahn, Dr. S. Thune, and Dr. E. Truedsson, point 
out that of their total of 101 patients 85 were treated as hospital 
patients and 16 as outpatients. Their carefully tabulated findings 
require study of the original, and only a summary of their con- 
clusions can be given here. The average age of the patients was 
42, and the average duration of their rheumatism was 8 years. 
All the inpatients had already received some physical treatment, 
and in no patient was there any sign of spontaneous recovery 
when treatment with SHI was started. It was given in tablet form 
in doses of 0.5 gm. three to six times daily. Both the inpatients 
and the outpatients showed marked improvement in many ways, 
so that the improvement could not be attributed to the fact that 
inpatient treatment is often beneficial by itself. While salicylates 
have a direct analgesic effect, SHI does not seem to act in this 
way, and the improvement it effected did not become evident 
until it had been given for a few days. While all the three 
compounds, 21 P, 7 P, and 16 P, had a beneficial effect, the 
liability of compound 16 P to cause severe diarrhea rendered it 
the least satisfactory of the three. Compound 21 P, which proved 
the strongest hyaluronidase inhibitor in vitro and in vivo, also 
produced the strongest clinical effeet, with practically no side 
effects. 


Lead, Cadmium, and Chromium Poisoning.—Several recent 
articles have served to stress the importance of industria! diseases 
and the growing complexity of industrial technique. These 
articles are also a tribute to the alert spirit in which the Swedish 
public health authorities are on the lookout for new industrial 
diseases. Working at the department of industrial diseases of the 
Karolinska Hospital, Stockholm, Dr. Anna Andersson and Dr. 
Ake Nystrém have carried out various examinations of the blood 
as weil as ordinary clinical examinations of 50 workers liable 
to be exposed to poisoning by tetraethyl lead. These workers had 
been employed for the most part for more than five years as 
drivers of tank cars, in benzene storage buildings, or in con- 
nection with benezene filling stations. Most of them were be- 
tween 30 and 50 years of age, and they had few complaints 
apart from occasional attacks of malaise and giddiness that 
occurred when they came into close contact with the liquid in 
question. Examinations of the blood and of the urine for lead 
were on the whole negative, and the conclusion is drawn that 
lead-benzene under the conditions existing for this class of 
worker entails no serious risk of lead poisoning. 

Working under the auspices of the State Institute for Public 
Health and the department of industrial diseases of the Karolin- 
ska Hospital, Dr. Lars Friberg and Dr. Ake Nystrém have made 
a study of chronic cadmium poisoning among 43 workers at a 
factory where cadmium was used. In 1946 and 1947, several of 
these workers were subject to marked shortness of breath, cough, 
and lassitude. They had worked in an atmosphere of cadmium 
and nickel dust, the content of cadmium per cubic meter of air 
ranging from 3 to 15 mg. Among 15 workers who had been 
employed at this factory for only a few years, there was no signs 
of cadmium poisoning. In a follow-up examination of the same 
43 workers at the end of 1951 and the beginning of 1952, it 
was found that 5 of them had died in the interval; in at least 2 
of these persons, death was due to chronic cadmium poisoning, 
as indicated by severe emphysema of the lungs. The follow-up 
examination of the survivors indicated that the injury to the 
kidneys caused by cadmium was permanent. Indeed, in some 
cases there had been a deterioration of renal function since 
involvement of the kidneys was first discovered. So, although 
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measures have been adopted to avoid exposure to cadmium duy 
in the factory in question and new cases of chronic Cadmium 
poisoning are not likely to occur, the outlook is not too cheerfy 
for the original sufferers. It is evident that cadmium js Tetained 
in the organism long after exposure to it has ceased. 

Representing the dermatological department of the Karolinsky 
Hospital and the State Institute for Public Health, Dr. Erik Skog 
and Dr. Nils Thyresson have drawn attention to the part playej 
by chromium as a cause of industrial disease. In 1951 as many 
as 63 workers were awarded compensation for disabilities result 
ing from contact with chromic acid or its compounds, The 
disability in 62 of these cases was allergic contact eczema, p, 
tween 1948 and 1951, as many as 3,287 patients with eczemg 
were given skin tests at the dermatological department of th, 
Karolinska Hospital and it was found that chromium hyper. 
sensitivity headed the list of causes in men, whereas it w, 
numerically less important in women. Skin tests for chromiyg 
hypersensitivity were carried out with a 0.5% watery solutin 
of potassium bichromate. Dr. Skog and Dr. Thyresson hay 
searched for cases of chromium poisoning in different factoric 
representative of motor-car, textile, and carpet industries. In qj 
such industries it seems that there is considerable risk g 
chromium eczema if appropriate measures are not taken to pr. 
vent it. In recent years, the eczema to which cement worken 
are subject has been linked up with hypersensitivity to chromium, 
which is to be found in most German cement products. Swedis; 
cement has been found to contain chromium up to 0.002%. A; 
great a proportion as 68% of the patients suffering from cemen 
eczema were found by Dr. Skog and Dr. Thyresson to be hyper. 
sensitive to chromium. 


The Influence of Sex on Morbidity and Mortality. —Dr. Finy 
Perman of the surgical department of St. Erik’s Hospital ip 
Stockholm has lately collaborated with the statistician Dr. 8. 
Kylin in a study of the distribution of certain diseases between 
the two sexes. Their material is drawn from the medical depar. 
ments of 6 large hospitals in Stockholm and 11 provincid 
hospitals and includes a total of 16,000 patients. All but thre 
of the various diseases they have tabulated affected women mor 
than men, the three exceptions being infarct, arteriosclerosis 
and peptic ulcer. Between 62 and 63% of all the cases of infara 
and between 68 and 69% of all the cases of peptic ulcer co 
cerned males. On the other hand, only 23% of the cases of 
chronic polyarthritis concerned males. Women outnumbered 
men several times with regard to obesity, and high blood pressure 
was three times commoner among women. 

Sex also plays an important part in mortality rates, and it 
would seem that women react more successfully to major 
operations than do men, as shown by the striking observation 
that the 14 deaths following 428 cholecystectomies and 22) 
gastric resections at the Karolinska Hospital concerned men. lt 
Dr. Perman’s opinion, much of the difference with regard 
morbidity and mortality between the sexes depends on the fac 
that the endocrine system is more active in women and, there: 
fore, that disturbances in women are more likely to be related 
to this system. In these and in similar studies, the influence o 
the Selye concepts can be traced. 


Homeopathic Swindle Punished.—Reference has already been 
made in THE JouRNAL (147:1161 [Nov. 17] 1951) to a me 
chant charged by the police with wholesale swindling of t& 
public by selling pills containing only sugar. The action brought 
against him developed into a comprehensive lawsuit, the records 
of which ran to between 5,000 and 6,000 pages. The mass 0 
information presented by the prosecution was used as educational 
information in the lay press, giving the public ample opportunil) 
for healthy disillusionment. While the merchant himself w# 
awarded two years and two months in prison, much mildet 
sentences were given his associates, who, in some cases, Mij 
well have been merely dupes of a nimble-witted organizer cale 
ful not to initiate any of his helpers into all the secrets of his 
plan of campaign. The sponsors of homeopathy in Sweden have 
been advised to correct a state of affairs that permits indiscrim 
nate practice by persons with no homeopathic background. 

sensational trial has given rise to some discussion of the control 
of the sale of homeopathic pills. Should they be sold as ordinal) 
candies, over any counter, or should they enjoy the nimbus ° 
authority conferred by an apothecary’s or a chemist’s shop? 
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CORRESPONDENCE 


STATEMENT FROM CENTRAL COMMITTEE OF 
MEDICAL ASSOCIATION OF ISRAEL 


To the Editor:—The Medical Association of Israel places be- 
fore world medical opinion the grave accusations leveled against 
a group of physicians in Russia of murder and attempted mur- 
der of men of, the government in the U. S. S. R. In the dock 
stand nine prominent physicians, the majority of them Jews, 
who served the Russian people and its leaders faithfully and 
truly for decades. Ranking among the best of the medical pro- 
fession, some of them, because of their outstanding service and 
scientific achievements, have attained important academic posts 
and the highest distinctions. These doctors have been suddenly 
accused of exploiting their status as physicians in order to 
carry out abominable criminal deeds serving as it were as a 
tool of the great Jewish relief organization, the Joint Distribu- 
tion Committee, which in fact is known the world over as a 
nonpolitical and purely humanitarian organization. 

The Medical Association of Israel is convinced that a false 
charge has been leveled against the accused physicians and that 
the trial against them is staged for certain political ends. The 
trial against the physicians forms an additional link in a series 
of political trials that are known for their system of confession 
prepared in advance. These false accusations against physicians 
of forsaking their moral and human dedication as doctors con- 
cern not only the nine accused physicians but also the prac- 
titioners of medicine in Russia and the whole world, threaten- 
ing to incite antisemitic instincts of the masses. 

The Israel Medical Association, which numbers 3,500 mem- 
bers in Israel and thousands of associate members abroad, 
appeals to the community of physicians of the world through 
their respective associations in every land and calls for the 
denunciation of the trial against the physicians, which be- 
smirches the honor of the physician and his moral standing, 
and demands an inquiry into the accusations by means of an 
international medical commission. 


Dr. W. ABELES Dr. M. KRIGER 

Dr. Z. AVIGDORI Dr. Y. KATZENELENBOGEN 
Dr. A. AVRAMOVITZ Dr. J. C. MICHAELSON 
Dr. A. ADLER Dr. Y. MEICHAN 

Pror. S. ADLER Dr. L. MELZER 

Dr. A. ALUTIN Dr. K. MANN 

Dr. Y. BICKELS Dr. A. RABINOVITZ 


Pror. M. RACHMILEWITZ 
Pror. S. ROSENBAUM 
Pror. A. SADOVSKY 

Dr. M. SHERMAN 

Pror. BERNARD ZONDEK 
Pror. HERMAN ZONDEK 
Pror. S. G. ZONDEK 


Pror. A, DosTROVSKY 
Dr. A. DRUYAN 

Dr. E. Davis 

Dr. A. DvorzETSKY 
Pror. L. HALPERN 
Dr. I. IzkovicH 

Dr. H. CaGan 


DEDUCTION FOR MEDICAL EXPENSES 


To the Editor:—Apparently, the details of the report on the 
physician’s federal income tax, prepared by the Bureau of 
Legal Medicine and Legislation of the American Medical Asso- 
ciation (J. A. M. A. 151:478 [Feb. 7] 1953), are not familiar 
to all readers of THE JouRNAL. The other day I was surprised 
to encounter two doctors who had not heard that persons 65 
years old or over were allowed 100% deduction for medical 
expenses, up to $2,500 for the individual and $5,000 for a 
married couple. I asked my tax specialist to give me a copy of 
that section of the code, and his reply is as follows: “. . . the 
Internal Revenue Code allows 100% medical expense deduction 
to taxpayers attaining ape 65, but limited to the number of 
regular exemptions and a maximum of $2,500.00, except that 
in a ioint return of husband and wife the maximum shall be 


$5,000.00. In a joint return, even though one spouse is under 
65, the 100% deduction with a maximum of $5,000.00 is 
allowed. Where neither the taxpayer nor his spouse has attained 
the age of 65, medical expenses are allowed only when they 
exceed 5% of the adjusted gross income, and then only to the 
maximums mentioned above. 

“Code Section 23, provides as follows: 

“Deductions from Gross Income. 

“In computing net income there shall be allowed as de- 
ductions: 

“23 (x) Medical, Dental, etc., Expenses—Expenses paid dur- 
ing the taxable year, not compensated for by insurance or 
otherwise, for medical care of the taxpayer, his spouse, or a 
dependent... 

(1) If neither the taxpayer nor his spouse has attained the 
age of 65 before the close of the year, to the extent that such 
expenses exceed 5 per centum of the adjusted gross income: or 

(2) IF EITHER THE TAXPAYER OR HIS SPOUSE HAS ATTAINED 
THE AGE of 65 before the close of the taxable year, (A) THE 
AMOUNT OF SUCH EXPENSE FOR THE CARE OF THE TAXPAYER AND 
HIS SPOUSE, and (B) the amount by which such expenses for the 
care of such dependents exceed 5 per centum of the adjusted 
gross income. 

“The deduction under this subsection shall not be in excess 
of $1,250 multiplied by the number of exemptions allowed 
(other than for age 65 or blind) (my insertion), with a maxi- 
mum deduction of $2,500, except that the maximum deduction 
shall be $5,000 in the case of a joint Return of husband and 
wife.” 

The technical Reference for the above is Code Section 23 (x) 
(1) (2), of the Internal Revenue Code. Also Section 307 (a) of 
Revenue Act of 1951. 

If these two doctors did not know of this, there must be 
many others who do not have this information. I venture to 
say that there are many persons with substantial incomes who 
do not realize they have 100% deduction privileges after 65 
on medical expenses. 

Sincerely, 

E. F. McDONALD Jr. 
President 

Zenith Radio Corporation 
Chicago 


BOY SCOUTS OF AMERICA 


To the Editor:—In July, 1953, the Boy Scouts of America will 
be holding their third National Jamboree in Santa Ana, Calif. 
This encampment will be made up of 50,000 Boy Scouts and 
their leaders. It is similar to the one held in Valley Forge, Pa., 
in 1950. 

The excellent record of health that was obtained in the 1950 
Jamboree was entirely due to the complete devotion to service of 
the private practitioners of medicine. I am certain that the boys 
who attended this Jamboree were duly impressed with the serv- 
ice rendered by the medical profession without thought as to 
personal comforts. The 1953 Jamboree offers a challenge to 
the medical profession to maintain the high standard set in 1950. 
Many sections of the country are having difficulty in obtaining 
doctors for this Jamboree, and I would like to urge physicians 
to volunteer for this event. If anyone wishes to contact me per- 
sonally I -will be glad to put him in touch with the proper authori- 
ties, or information can be obtained directly from the Boy Scouts 
of America, 2 Park Avénue, New York 16, N. Y. 


Harry ‘G. McGavran, M.D. 
1305 Broadway, Quincy, Ill. 
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Private Hospitals: Liability for Injury to Mentally Incompetent 
Patient.—This was a suit for damages alleged to have been sus- 
tained by a mentally deranged patient when he fell from a 
window of the Wayside Hospital, which was operated by the 
defendant corporation. From a judgment in favor of the plain- 
tiff, the hospital appealed to the Court of Appeals of Kentucky. 

The plaintiff had been afflicted with periodical epileptic 
attacks, which had been growing more frequent and severe. His 
local physician communicated with the president of the defendant 
corporation, who was in charge of the Wayside Hospital, and 
was advised that the patient be taken to the hospital. The patient 
was received at the hospital by Edward L. Houchins, an attendant 
having the title of a psychiatric aide, and was placed in a “closed 
ward” on the second floor. The plaintiff's affliction was char- 
acterized by anxiety symptoms before the seizure and paranoid 
delusions immediately following. When so suffering, he imagined 
he was in a German prison with spies all around him and with- 
out warning would run off and hide. The day before he was 
taken to the hospital he had such an attack and fied from his 
home over a back fence to a neighbor’s house, where he was 
found two hours later hiding on the back porch. When he en- 
tered the hospital, the patient’s wife and brother very clearly 
and specifically told Houchins his condition and the effect of 
the epileptic attacks and warned him that plaintiff should be 
closely watched. Houchins admitted that this was told to him 
“over and over” and that he assured Mrs. White that the hos- 
pital would take care of her husband and would do everything 
for him that they possibly could. While plaintiff’s wife was talk- 
ing to Houchins she asked if plaintiff could get out of a window, 
and Houchins replied that he could not for the windows were 
barred. Later, during the evening, Dr. Carl Weisel of the hos- 
pital staff made a tentative diagnosis of the patient, including 
his physical and mental condition, hallucinations, and pro- 
clivities. The plaintiff's brother testified that he told Dr. Weisel 
that plaintiff should be watched and guarded closely because “he 
would take off, start running without a minute’s notice” and 
they were afraid he would hurt himself. A notation was made 
on the hospital chart that plaintiff should be watched for epi- 
leptic fits. On a hospital form styled “Initial Standing Orders” 
appears an entry “Special observation for suicide or escape.” 

On the third day following plaintiff's admittance to the hos- 
pital he escaped and, on reaching Richmond, called his wife. 
She called Dr. Leet, the president of the defendant corporation 
and in charge of the hospital, and though he advised that plaintiff 
be allowed to return to his home and brought back the next 
day, Mrs. White and his brother took him back to the Wayside 
Hospital that night. The next day one attendant left plaintiff 
in the ward on the second floor and went to another room to 
assist a patient, and another attendant went downstairs to the 
office or to look after a patient. Plaintiff was left unattended 
and unwatched. He went into a bathroom, smashed out the top 
sash, and in attempting to escape, fell to the brick sidewalk two 
stories below. The lower part of the window was covered with 
a grill or metal bars, as were other windows on the floor. 

It is not questioned, said the Court of Appeals, that a private 
hospital, not conducted as a charitable institution, receives pa- 
tients under an implied obligation to exercise ordinary care and 
attention for their safety, and that such degree of care and pro- 
tection should be in proportion to the physical and mental ail- 
ments of the particular patient, known or discoverable by the 
exercise of reasonable skill and diligence. The hospital or its 
proprietor must respond in damages to a patient injured through 
the failure of aurses and attendants to observe that duty either 
through an act of omission or of commission. In the case of a 
delirious or deranged patient or one likely to become such, con- 
tinued the court, the hospital’s reasonable care and attention 
extends to safeguarding him from danger due to his mental in- 
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capacity to care for himself. This comprehends any danger that 
the surroundings would indicate to physicians and nurses of 
prudence, competency, and experience might befall such patient 
in view of any peculiar trait exhibited by him or which his mep. 
tal condition or aberration would suggest as likely to happen, 
Jumping or falling from an upper story of the building is , 
danger that may be apprehended. 

The defendant contended that the plaintiff’s act was so unusual 
and extraordinary that it was altogether unforeseeable and that 
negligence in not foreseeing and guarding against such an agct 
could not be charged against the hospital. Foreseeableness, or 
predictability of casualty, is not the sole measure of duty, said 
the Court of Appeals. Accidents almost invariably are surprises 
in the sense that the precise manner of their occurrence cannot 
be foreseen. It is but a test of negligence, namely, whether the 
defendant’s conduct created an unreasonable risk of harm to the 
plaintiff. If it did, the defendant is liable for all the injuries within 
the reasonable range of such risk whether they could have been 
foreseen or not. In the present case the defendant had recognized 
in its written contract the need of restraint of the plaintiff, jt 
had been expressly advised of his sudden and intermittent fits 
of aberration and of his trait to flee in his delirium. It had let 
him get away a few days before, so received added warning 
from its own experience. This emphasized the need of special 
care and protection to prevent a recurrence. Despite all this, 
the plaintiff was left alone without surveillance long enough to 
enter another room, break out the window, and fall to the 
ground. 

Accordingly the Court of Appeals was of the opinion that the 
evidence fully supported a judgment in favor of the plaintiff and 
such judgment was accordingly affirmed. Lexington Hospital, 
Inc. v. White, 245 S.W. (2d) 927 (Kentucky 1952). 
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Infectious Hazards of Bacteriological Technics: 16 mm., color, silent, 
showing time 55 minutes. Produced in 1950 by the Biological Department, 
Camp Detrick, Frederick, Md. Procurable on loan (service charge $3.50) 
from Dr. Harry E. Morton, Chairman, Committee on Materials for Visual 
Instruction in Microbiology, Society of American Bacteriologists, Univer- 
sity of Pennsylvania, School of Medicine, Philadelphia 4. 


Great Britain had been living for many centuries with the 
idea that the body of water that surrounds it is the best pro- 
tection it can have against invasion. This was true until airplanes 
could descend on England without touching the water and, thus, 
the myth of English inaccessibility was destroyed. Many persons 
working in bacteriology laboratories have a similar attitude by 
assuming that the air is a barrier and a protection, which separates 
their mouths and noses from the dangerous bacteria in bottles 
and test tubes. Unfortunate accidents have resulted from this 
false sense of security. Whenever one opens a bottle of culture 
media and bacteria or a test tube (whether stoppered with cotton 
or with a screw cap), whenever one pipettes culture media, when- 
ever one withdraws or injects infected materials, the air in the 
field of work becomes saturated with bacteria. The contamination 
of air varies with the procedure employed being directly pro- 
portional to the amount of culture media and the jarring of the 
instruments used such as the point of a needle. This message is 
convincingly brought out in the film. 

Good techniques should be taught in such films; hence, the 
failure to sterilize the surface of a laboratory cap prior to with- 
drawal of a sample is reprehensible. Repetition is essential in 
teaching, but it was overdone in some places in this film. The 
instructive demonstration of the effects of blowing out of pipettes 
and the whipping action of the needle after withdrawal from the 
bottle were very well demonstrated. The photography is satis- 
factory. Medical students, laboratory technicians, and public 
health workers will learn more from the examples shown than 
from lectures or written work. Physicians in general who may be 
called on to see as patients, persons who are employed in labora- 
tories, or who may be called on to have a hand in sanitary 
procedures involving a laboratory will also learn an unforget- 
table Iesson. 
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4.M.A. Am. J. Diseases Children, Chicago 
84:677-830 (Dec.) 1952 


Factors Determining Effect of Insulin on Metabolism of Glucose in 
Ascorbic Acid Deficiency and Scurvy in Monkey. C. T. Stewart, R. J. 
Salmon and C, D. May.—p. 677. 

Wolff-Parkinson-White Syndrome in Infants and Children. M. A. Engle. 
—p. 692. 

ames Arteriosus Associated with Single Ventricle. J. L. Siddoway Jr. 
and S. M. Chernish.—p. 706. 

Infection as Cause of Folic Acid Deficiency and Megaloblastic Anemia: 
Experimental Induction of Megaloblastic Anemia by Turpentine Ab- 
scess. C. D. May, C. T. Stewart, A. Hamilton and R. J. Salmon. 
—p. 718. 


Truncus Arteriosus Associated with a Single Ventricle.—The 
congenital cardiac anomaly of true persistent truncus arterio- 
sus communis associated with a single ventricle is a very rare 
condition and can be said to have occurred in only 3 of 36 
cases reported as such in the literature. The other 33 cases 
are either not completely described or are identical with the 
authors’ own three cases in which the anomaly consisted of a 
pseudotruncus arteriosus associated with a single functional 
ventricle and a small rudimentary second ventricular cavity. 
The authors believe that the anomalies in the incompletely 
described cases are also identical with the anomaly described, 
as the description of the coronary arteries is the most impor- 
tant missing item. There is, however, a similar clinical course 
in all cases of a “truncus” associated with a “single ventricle.” 
This is characterized by a symptom-free period of a few hours 
toa few days, following which the infant begins to eat poorly, 
to show mild to moderate cyanosis, and, finally, to become 
dyspneic, with death occurring in most patients before the 20th 
day of life. Some patients have lived as long as several months, 
and one patient died at the age of 56. The electrocardiogram 
usually shows some right axis deviation but is not diagnostic, 
nor are the roentgenographic and fluoroscopic findings. The 
heart shows moderate to pronounced generalized enlargement, 
and the lung fields are congested. At postmortem examination 
the right atrium is seen to be greatly enlarged, and the left 
atrium is small and rudimentary and communicates with the 
rest of the heart through the interatrial septum defect, as the 
left atrioventricular valve is missing. The single functional ven- 
tricle is pronouncedly dilated, and only one functioning ves- 
sel leaves the heart. In most cases it is proved to be the 
pulmonary artery, which sends some blood to the lungs and 
the rest through the ductus arteriosus into the aorta. In these 
cases a very atretic aorta functions as a coronary artery, carry- 
ing blood retrograde from the aortic arch. In fewer cases, the 
pseudotruncus is the aorta, also giving rise to the pulmonary 
blood supply, and the pulmonary artery is absent or atretic. 
It is postulated that the basic anomaly causing such pronounced 
distortion of the heart is failure of development of the mitral 
valve. In the cases in which there is a solitary aorta, the great 
vessels would also have to be transposed. The authors believe 
that the association of a pseudotruncus with a functional single 
ventricle is not as rare as the literature would indicate and 
that more cases will be seen when the condition is looked for. 
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American Heart Journal, St. Louis 
44:805-962 (Dec.) 1952 


Friedreich’s Ataxia and its Cardiac Manifestations. A. J. Schilero, 
E. Antzis and J. Dunn.—p. 805. 

The Krebs Cycie in Human Cardiac Muscle. W. J. Burdette.—p. 823. 

Critical Rates in Ventricular Conduction. IV. Duration of Unstable 
Bundle Branch Block. H. Vesell and L. Friedfeld.—p. 830. 

The Venous Valve in the Aged. O. Saphir and M. Lev.—p. 843. 

*Value of Intravenous Procaine Amide in Treatment of Tachycardias, 
Including Three Instances of Aberrant Ventricular Conduction Follow- 
ing its Use. R. T. Kelley, C. E. Keegan Jr. and G. W. Katter.—p. 851. 

Use of Pentaerythritol Tetranitrate (Peritrate) in Treatment of Angina 
Pectoris Preliminary Report. R. W. Talley, O. W. Beard and J. E. 
Doherty.—p. 866. 

Calibrated Bar-Magnet Velocity Meter For Use in Ballistocardiography. 
J. E. Smith.—p. 872. 

Teaching Aid for Visualizing Direction of Electrical Forces of Heart in 
Space. G. C. Woodson Jr. and J. W. Hurst.—p. 879. 

Congenital Cardiac Anomaly: Persistent Common Atrioventricular Ostium. 
J. Q. Curtin.—p. 884. 

Paroxysmal Auricular Tachycardia with Digitalis-Induced Atrioventricular 
Block Under Observation for 13 Years. N. M. Fenichel.—p. 890. 

Case of Wolff-Parkinson-White Syndrome with Paroxysmal Ventricular 
Tachycardia. S. J. Fleishman.—p. 897. 

*Bilateral Pheochromocytoma Associated with Neurofibromatosis: Death 
Following Aortography. D. H. Koonce, B. E. Pollock and F, J. 
Glassy.—p. 901. 


Intravenous Procaine Amide in Tachycardia.—Procaine amide, 
a monchydrochloride of p-amino-N-(2-diethylamincethyl) benz- 
amide, appears to be the most promising drug for the treatment 
of tachycardia since the advent of quinidine sulfate. Kelley and 
associates gave procaine amide intravenously to 16 patients 
during 22 episodes of tachycardia, with conversion to normal 
sinus rhythm in 14 instances. Ventricular tachycardia was 
successfully treated in the five cases in which it occurred. Supra- 
ventricular tachycardia responded in 8 out of 12 instances. Two 
cases of atrial tachycardia with 2:1 block included in this group 
did not revert to normal rhythm. In four cases of recent atrial 
fibrillation with rapid ventricular rates, normal sinus rhythm 
returned in one and in two instances atrial flutter appeared. 
Aberrant ventricular conduction at a rapid rate complicated two 
cases of airial fibrillation. Isolated ventricular aberration 
appeared in one case of atrial tachycardia with 2:1 block when 
treated with both procaine amide and quinidine sulfate. It would 
appear advisable to fully digitalize all patients with atrial fibrilla- 
tion before giving procaine amide. The intravenous route of 
administration is a safe method, and results are accomplished 
rapidly. The only practical disadvantage in its use by this route 
is its mild hypotensive action. 


Pheochromocytoma Associated with Neurofibromatosis: Death 
Following Aortography.—Pheochromocytoma and neurofibro- 
matosis seem to occur together oftener than chance should 
occasion. In this paper Koonce and associates describe a fatal re- 
action following the successful aortographic visualization of a 
pheochromocytoma in a patient with neurofibromatosis. The 
patient was a man, aged 50, who complained of tarry stools and 
in whom several years previously a duodenal ulcer had been 
diagnosed. Three or four years before admission, he had become 
aware of numerous soft tumors beneath the skin. A biopsy had 
established a diagnosis of neurofibroma. When during the course 
of a gastric analysis, injection of histamine was followed by 
marked elevation of blood pressure, the possibility of pheo- 
chromocytoma was suspected, and results of further tests made 
its existence more probable. Localization of the tumor was 
attempted by means of serial roentgenograms taken after in- 
jection of contrast material (iodopyracet®) into the abdominal 
aorta by a translumbar approach. This procedure revealed a 
large tumor in the right adrenal area. The patient died 36 hours 
after the arteriogram had been made. Occurrence of a hyper- 
tensive crisis immediately after the translumbar arteriogram 
suggests that the procedure was at least the initiating factor in 
the hemodynamic change that preceded death. The authors feel 
that translumbar arteriography should not be used routinely for 
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localizing the tumor in cases of suspected pheochromocytoma. 
The authors say that although the reason for the relatively high 
incidence of neurofibromatosis in patients with pheochromocy- 
toma is not clear, Von Euler isolated arterenol from nerve tissue 
in cattle, and this suggests that the relationship may be more 
than coincidence. The fact that neurofibromas, pheochromocy- 
tomas, and neuroblastomas are all of neurogenic origin suggests 
that there may also be a chemical or hormonal relationship 
between these tumors. 


American J. Digestive Diseases, Fort Wayne, Ind. 
19:375-402 (Dec.) 1952 


Primary Varices of Cervical Esophagus as Source of Massive Upper 
Gastrointestinal Hemorrhage. E. D. Palmer.—p. 375. 

Relationship of Pituitary-Adrenal System to Carbohydrate and Mineral 
Metabolism. C. M. Wilhelmj, J. McDonough and H. H. McCarthy. 
—p. 377. 

Results of Betaine Treatment of Atherosclerosis. L. M. Morrison.—p. 381. 

Simple Aid in Differential Diagnosis Between Benign and Malignant 
Polyps of Rectum and Lower Sigmoid. R. I. Hiller.—p. 385. 

Intestinal Pneumatosis. R. R. Anderson and E. F. Geever.—p. 385. 

Unusual Aspects of Prolapsed Gastric Mucosa into Duodenum. F. W. 
Wilson and L. L. Lemak.—p. 389. 

Experimental Hepatic Injury. P. Gyérgy.—p. 392. 


American Journal of Medical Sciences, Philadelphia 
224:603-726 (Dec.) 1952 


*Peptic Ulcer: Effect of Anticholinergic Drugs on Mechanism of Pain. 
W. L. Palmer, F. Vansteenhuyse and J. B. Kirsner.—p. 603. 

*Effects of a New Cholinergic Blocking Agent (SKF-1637) on Gastric 
Moior and Secretory Activity. E. C. Texter Jr., G. J. Baylin, C. W. 
Legerton Jr. and J. M. Ruffin.—p. 612. 

Incidence of Cholelithiasis in Laennec’s Cirrhosis of Liver. H. D. Bucalo 
Jr.—p. 619. 

Relation of Serum Iron to Hepatocellular Damage. B. M. Matassarin and 
M. H. Delp.—p. 622. 

Oral Sodium L-Thyroxine in Treatment of Myxedema and Cretinism. 
W. T. Salter and I. Rosenblum.—p. 628. 

Comparison of Thiocyanate and Radiosodium Spaces in Disease States. 
J. K. Aikawa.—p. 632. 

Elevated Serum Potassium as Possible Cause of Death in Hyperactive 
States. N. Ende, F. G. Brazda and J. Ziskind.—p. 638. 

Response of Venous Pressure of Man to Hot and Humid Environment. 
H. K. Threefoot.—p. 643. 

Studies with Two New Theophylline Preparations. T. T. Justice Jr., 
G. W. Allen and G. E. Cronheim.—p. 647. 

Monarticular and Destructive Arthropathy in Reiter’s Syndrome. J. K. 


Guck and J. Wolf.—p. 653. 
Parenchymal Amebiasis: Clinical Study. M. J. Freedman and E. A. Cleve. 


—p. 659. 

nattnions Mononucleosis, Encephalitis, Epilepsy. N. A. Bercel.—p. 667. 

Effect of Suboptimal Concentrations of Sodium Citrate Upon the Clotting 
Times of Human and Dog Blood After Intravenous Administration of 
Heparin. S. Losner and B. W. Volk.—p. 673. 

Changing Concepts in Hemolytic Anemias of Childhood. B. Dickstein. 


—p. 679. 
Abdominal Surgical Complications of Pregnancy. G. H. Amsterdam. 


—p. 694. 


Effect of Anticholinergic Drugs on Ulcer Pain.—The effect of 
methantheline (banthine®) and four other new anticholinergic 
drugs on the mechanisms of pain in peptic ulcer was studied in 
26 experiments made on 18 patients. All had active peptic ulcers 
with definite spontaneous pain; 11 of the ulcers were duodenal, 
5 gastric, 1 stomal, and 1 pyloric. To prove that the ulcer was 
sensitive, the authors introduced 200 cc. of a 0.5% solution of 
hydrochloric acid into the stomach through a Levin tube while 
the patient was fasting. When pain appeared, one of the anti- 
cholinergic drugs in an aqueous solution was then injected intra- 
muscularly followed by another injection of 200 cc. of 0.5% 
hydrochloric acid solution into the stomach. In 23 of the experi- 
ments the anticholinergic drug failed to prevent the induction of 
pain by the hydrochloric acid solution. In three experiments on 
patients with duodenal ulcer, the hydrochloric acid solution 
failed to induce pain after the administration of an anticholinergic 
drug. In one such experiment the procedure was repeated the 
next day with a tube passed into the duodenum, and pain 
developed. Roentgenologic studies using an acid barium sus- 
pension before and after administration of an anticholinergic 
drug did not diSclose any direct relationship between pain and 
gastric or duodenal motility or spasm. It is concluded that anti- 
cholinergic drugs do not alter directly the mechanism of pain in 
peptic ulcer. The relief of pain observed after administration of 
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one of the cholinergic compounds in one patient with duodeng| 
ulcer and two with gastric ulcer is probably attributable to an 
indirect effect resulting in decreased exposure of the ulcer to the 
acid attack. 


Effect of New Cholinergic Blocking Agent.—-Scopolamine.y. 
bromobutylate (SKF-1637), a new cholinergic blocking agent 
was administered orally and intramuscularly to 6 norma! Persons 
and to 14 patients with evidence of gastrointestinal disease. The 
drug was found to effect both gastrointestinal motility and secre. 
tion, the effect on motility being similar to that reported with 
other cholinergic blocking agents. The changes following pas 
renteral administration were more striking than those noted after 
oral administration. Basal gastric hydrochloric acid production 
was decreased 72.3% in eight patients. In five patients achlor. 
hydria was produced. The effect on secretion appeared to be 
more striking than has been reported with similar drugs. Of 4 
ulcer patients who were given 50 mg. of the drug at six hoy; 
intervals daily, 37 were followed frequently for a two to three 
month period. Twenty-four patients with peptic ulcers were given 
20 mg. of the drug intramuscularly at six to eight hour interval 
for several days. The follow-up period in both groups was too 
brief to permit definite evaluation of the role of any drug in the 
management of a disease as variable in its course as peptic ulcer. 
Several generalizations appear warranted, however. The drug js 
well tolerated. In the doses used, there were almost no side. 
effects with oral administration and few following intramuscular 
administration. The gluteal area appeared preferable to the del- 
toid area for the injection. Ulcer pain was relieved following 
oral administration, and relief of ulcer pain following parenteral 
administration was striking. Definite recurrences were observed 
in nine patients while they were taking the drug. The role of 
this drug in long-term management of peptic ulcer is yet to be 
determined. 


American Journal of Medicine, New York 
13:665-820 (Dec.) 1952 


*Quantitative Studies of Ascitic Fluid Circulation with Tritium-Labeled 
Water. T. C. Prentice, W. Siri and E. E. Joiner.—p. 668. 

Experience with Needle Liver Biopsies at Hepatitis Center for Japan and 
Korea, 1950-1951. S. H. Deschamps and A. Steer.—p. 674. 

Evaluation of Needle Biopsy of the Liver. E. R. Christian.—p. 689. 

Altered Liver Function of Chronic Congestive Heart Failure. J. M. Evans 
H. J. Zimmerman, J. G. Wilmer and others.—p. 704. 

Early Roentgen Diagnosis in Massive Bleeding from Upper Gastroin- 
testinal Tract: I. Clinical Evaluation of Safety and Reliability of Method 
in 123 Patients. N. Zamcheck, T. P. Cotter, S. E. Hershorn and others 
—p. 713. 

Blood Levels After Tracer Doses of Radioactive Iodine in Diagnosis of 
Thyroid Disorders. S. Silver, M. H. Fieber and S. B. Yohalem.—p. 725 

Protein Flocculation Reactions: Physico-Chemical Approach. A. Saifer 


—p. 730. 
Current Principles of Management in Gout. A. B. Gutman and T. F. Yi 


—p. 744, 

Problems in Ulcerative Colitis. T. E. Machella.—p. 760. 

Quantitative Studies of Ascitic Fluid Circulation with Tritium 
Labeled Water.—Tracer studies demonstrate that ascitic fluid 
is not a trapped or segregated reservoir of fluid. Six patients 
with ascites were studied: four had Laennec’s cirrhosis and 
two had metastatic peritoneal carcinomatosis. Each patient was 
given 2 mc. of tritium-labeled water either intravenously or 
intraperitoneally. Serial samples of ascitic fluid and venous 
blood were obtained during a period of 7 to 24 hours follow- 
ing injection and their tritium content was determined. One 
cc. of the patient’s whole blood containing red blood cells 
labeled with P*2 was injected into the peritoneal cavity at the 
same time as the tritium solution. A plateau level of radio- 
activity due te P%? im the ascitic fluid was noted after 15 
minutes, indicating complete mixing of cells within the ascitic 
fluid. The results obtained in these six patients indicate that 
a large volume of water, varying from 40 to 80% of the total 
ascitic fluid volume, enters and leaves the peritoneal cavity pel 
hour. Thus a patient with 6 liters of ascitic fluid turns ove! 
approximately 58 to 115 liters of water per day in the peti 
toneal cavity. The volume of ascitic fluid will remain constant! 
if the inflow and outflow rate are equal; however, a discrep 
ancy between inflow and outflow rate of 50 cc. per hour, would 
reduce or increase ascitic fluid by 1,200 cc. daily. This shows 
that a delicate balance must exist between rates of inflow and 
outflow to prevent large daily fluctuations in ascitic fluid 
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yolume. In three patients the total ascitic fluid volumes were 
confirmed by other methods; in one by the weight of the pa- 
tient before and after paracentesis and the volume of fluid re- 
covered and in two by the dilution of P*%?-labeled red cells 
introduced into the peritoneal cavity. The volumes checked 
within less than a liter. The peritoneal surfaces of both healthy 
and diseased persons are capable of reabsorbing large volumes 
of fluid, but ascites does not result until the rate of inflow 
exceeds this maximum reabsorptive capacity. Using this prin- 
ciple, the presence or absence of ascites in a variety of con- 
ditions becomes more easily understandable. 


Am. J. of Obstetrics & Gynecology, St. Louis 
64:1191-1420 (Dec.) 1952. Partial Index 


Formation, Regression and Differential Diagnosis of True Infarcts of 
Placenta. P. M. Zeek and N. S. Assali.—p. 1191. 

Nitroglycerin Flicker Fusion Threshold Test in Toxemia of Pregnancy. 
H. M. Brill, J. S. Long, A. H. Klawans and others.—p. 1201. 

Hysterectomy for Benign Pelvic Conditions. C. J. Smith.—p. 1211. 

Premature Infant Mortality. R. H. West, R. M. Grier and H. O. Lussky. 
—p. 1222. 

Gynecological Lesions and Ureterohydronephrosis. E. Klempner.—p. 1232. 

Pelvic Tuberculosis. M. L. Bobrow and J. A. Batts.—p. 1242. 

Survey of 205 Gynecologic Deaths, 1938 to 1950. L. B. Felmus and 
P. Pedowitz.—p. 1251. 

*Rh Countersensitization. J. F. Shanaphy.—p. 1261. 

Cause of Blood and Vascular Alterations of Normal Pregnancy and Pre- 
Eclampsia-Eclampsia. H. S. McGaughey.—p. 1268. 

Congenital Hydrometrocolpos: Review of Literature and Report of Case 
with Uterus Duplex and Incompletely Septate Vagina. T. N. Lide and 
W. G. Coker.—p. 1275. 

Depressive Reactions During Gestation and Puerperium. G. J. Wayne. 
—p. 1282. 

Incidence of Malignancy in Theca-Cell Tumors. W. S. Rogers, R. EB. 
Gordon and M. R. Marsh.—p. 1289. 

Diagnosis of Very Early Carcinoma of Uterine Cervix During Pregnancy. 
J. C. Hirst and M. L. Brown.—p. 1296. 

Technical Improvements in Culdoscopic Examination. D. A. Frenkel, 
B. A. Greene and S. L. Siegler.—p. 1303. 

Usefulness of Basal Metabolic Rate in Pregnancy. J. Watrous and S. B. 
Blakely.—p. 1310. 

Study of 153 Infants Placed in Positive Pressure Oxygen-Air Lock. J. S. 
Zelenik and H. Prystowsky.—p. 1316. 

An Operation for Postoperative Vesicovaginal Fistula. G. J. Strean. 
—p. 1322. 

*Amniotic Fluid Embolism. R. S. Cron, G. S. Kilkenny, C. Wirthwein and 
J. R. Evrard.—p. 1360. 


Rh Countersensitization.—Following Unger’s report on the 
apparent efficacy of bacterial vaccines in the prevention of 
sensitization to the Rh factor, an Rh countersensitization clinic 
was established at the United States Public Health Service 
Hospital, Staten Island, N. Y. All pregnant women found to 
be negative for the Rh. and rh’ factor were referred to this 
clinic. Vaccine therapy was started immediately, and then the 
presence or absence of sensitization and of Rh. and rh’ factors 
in the father was determined. Vaccine therapy consisted of 
six weekly injections of typhoid vaccine followed by six weekly 
injections of pertussis vaccine. This cycle was continued, with 
an increase in dosage at every change, until labor ensued. 
Sensitization to the Rk antigens was determined monthly until 
the 34th week of gestation and then every two weeks until 
parturition occurred. Of 211 referred pregnant women, 8 weré 
found to be sensitized before therapy was begun. In two of 
these patients with a suggestive previous history anti-Rh anti- 
bodies disappeared during therapy. Erythroblastosis occurred 
in the infants of six of the eight sensitized women in this series. 
Among the 203 mothers who were not sensitized before therapy 
and who delivered Rh-positive infants, not a single case of 
sensitization during therapy occurred. Available statistics indi- 
cate that 12 cases of erythroblastosis fetalis might have been 
predicted in this group. If the 314 patients studied by Unger 
are included, 32 cases of erythroblastosis would be expected. 
Instead of these 32 cases, there were only 4 cases of erythro- 
blastosis in the infants of the combined series of nonsensitized 
mothers. This sharp reduction in the expected number of 
erythroblastotic infants is attributed to the use of bacterial 
vaccines. The most likely explanation for the mode of action 


of bacterial vaccines is provided by the “key enzyme” theory. - 


This assumes that the antigen of the bacterial vaccine competes 
with the Rh antigen for enzymes that are required for the pro- 
fuction or reaction of Rh antibodies. This prevents sensitiza- 
tion of the mother or the development of erythroblastosis in 
the fetus. 
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Amniotic Fluid Embolism.—The occurrence of fatal amniotic 
fluid embolism in a 39-year-old primiparous woman is reported. 
Labor was induced, and within three hours after the artificial 
rupture of the membranes the patient became dyspneic and 
cyanotic. Despite vigorous therapy, the patient died undeliv- 
ered. On necropsy the lungs showed focal areas of atelectasis 
and emphysema. The small arterioles contained epithelial 
squamae, meconium, and acidophilic granular material. No 
laceration was observed in the uterus or cervix. Amniotic fluid 
pulmonary embolism was reproduced experimentally in rabbits, 
and the clinical and pathological findings were similar to those 
observed in human beings. These experiments proved that death 
is a result of the mechanical blocking of the pulmonary ves- 
sels by particulate matter rather than of anaphylactic shock. 
Intravenous administration of a meconium suspension produced 
death rapidly, but the animals survived intra-arterial adminis- 
tration of amniotic fluid and its particulate matter, because the 
vascular bed of the injected extremity filtered out the particu- 
late matter, thereby sparing the lung from embolic disorder. 
The finding of only a small amount of particulate matter on 
microscopic section from fatal cases in human beings has been 
used as an argument against the theory that embolism itself 
causes death, but the tissue on a given microscopic slide rep- 
resents only a minute quantity when compared to the tissue 
of an entire lung. Thus a minimal change on a particular 
section of tissue when multiplied to incorporate the tissue of 
both lungs would make this minimal change a massive process 
with countless vessels involved. 


American Journal of Pathology, Ann Arbor, Mich. 


28:963-1206 (Nov.-Dec.) 1952 


*Identification of Types of Pulmonary Cancer in Cytologic Smears. N. C. 
Foot.—p. 963. 

Cytology of Skin Papillomas That Yield Virus-Like Particles. H. Bunting, 
M. J. Strauss and W. G. Banfield.—p. 985. 

Biopsy of Liver in Infectious Mononucleosis. R. C,. Wadsworth and P. G. 
Keil.—p. 1003. 

Occurrence and Distribution of Glycogen in Hemangioma, Dermato- 
fibrosarcoma Protuberans, Hemangiopericytoma, and Kaposi’s Sarcoma. 
R. Bangle Jr.—p. 1027. 

Unusual Pathologic Manifestations of Dissecting Aortic Aneurysm: In- 
cluding One Example of So-Called Incomplete Rupture. W. C. Hunter 
and J. H. Lium.—p. 1035. 

Scoliosis and Dissecting Aneurysm of Aorta in Rats Fed with Lathyrus 
Odoratus Seeds. I. V. Ponseti and W. A. Baird.—p. 1059. 

Pathologic Changes in Gastric Mucosa of Rat After Histamine Ad- 
ministration. P. Cambel and J. T. Sgouris.—p. 1079. 

Giant Cell Myocarditis. B. H. Kean and M. T. Hoekenga.—p. 1095. 

Calcification in Intracranial Neoplasms. F, Martin Jr. and L. J. Lemmen., 
—p. 1107. 

Histochemical Study of Irradiated Bone. M. S. Burstone.—p. 1133. 

Effect of Estrogens on Growth Apparatus of Bones of Immature Rats. 
A. M. Budy, M. R. Urist and F. C. McLean.—p. 1143. 


Identification of Types of Pulmonary Cancer in Cytological 
Smears.—During the seven year developmental period of cyto- 
logical techniques for diagnosing pulmonary cancer in smears 
of sputum and bronchial washings, it has become increasingly 
evident that it is possible to determine not only the presence 
of cells exfoliating from malignant pulmonary tumors but also 
fo make estimates as to the type of new growth involved. In 341 
cases of pulmonary cancer with class 4 or 5 smears the cyto- 
logical and the surgical or postmortem tissue diagnoses were 
compared. The type of pulmonary cancer was determined 
accurately by cytological examination in 80% of cases. There 
were 183 epidermoid carcinomas, 8 of them of esophageal origin; 
65 pleomorphic carcinomas; 43 adenocarcinomas, 6 of them 
secondary to tumors of other organs; 41 anaplastic (oat cell) 
carcinomas; 5 alveolar or terminal bronchiolar carcinomas; 2 
bronchial adenomas; and one example each of malignant tera- 
toma and fibrosarcoma. Cytological diagnosis was accurate in 
89.9% of the epidermoid carcinomas, 69.2% of the pleomorphic 
carcinomas, 81.4% of all adenocarcinomas, 78.4% of the 
primary adenocarcinomas and 83.5% of the anaplastic carcino- 
mas. It was not accurate in any of the other types. Smears of 
sputum provide better evidence for the recognition of the various 
types than bronchial aspirates. 
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Am. J. Syphilis, Gonorrhea and Ven. Dis., St. Louis 
36:501-616 (Nov.) 1952 


Epithelial Changes in Granuloma Inguinale. H. Beerman and C. E. 
Sonck—p. 501. 

Carcinoma of Vulva Following Granuloma Inguinale. C. R. MacKay and 
W. L. Bunch Jr.—p. 511. 

Treatment of Granuloma Inguinale with Intramuscular Chloramphenicol 
in Ambulatory Patients. G. S. Landman, F. D. Hendricks, S. R. 
Taggart and A. B. Greaves.—p. 515. 

Preliminary Evaluation of N,N’-Dibenzylethylenediamine Dipenicillin G 
in Acute Gonorrhea in the Male. J. F. O’Brien and C. A. Smith. 
—p. 519. 

Effect of Hand Soap and Hexachlorophene Soap on Cultivatable Trepo- 
nemata. R. Keller and H. E. Morton.—p. 524. 

Oral Penicillin and Fever in Treatment of Early Syphilis. S. Weinstein, 
J. Rodriquez, C. A. Smith and G. X. Schwemlein.—p. 528. 

Studies on Comparative Behavior of Various Serologic Tests for Syphilis. 
II. Report on Observed Pattern of Entrance into Seroreactivity Among 
Patients with Untreated Primary Syphilis. J. C. Cutler, S. Levitan, 
R. C. Arnold and J. Portnoy.—p. 533. 

Penicillin Treatment of Experimental Yaws in Rabbits with Special Ref- 
erence to Criteria of Infection and Cure. C. P. McLeod and H. J, 
Magnuson.—p. 545. 

Diagnostic Aids in Mass Treatment Campaigns Against Yaws. C. R. 
Rein.—p. 552. 

Studies on Value of TPI Test in Diagnosis of Syphilis. J. L. Miller, 
M. H. Slatkin, E. S. Lupton and M. Brodey.—p. 559. 

Clinical and Serologic Studies with Reference to Syphilis in Guatemala, 
Central America. III. Studies of Comparative Performance of Kahn, 
Kolmer, Mazzini, and VDRL Slide Tests Among Leprosy Patients. 
J. Portnoy, R. Galvez and J. C. Cutler.—p. 566. 

Location of Testing Stations in Mass Survey. J. Stuart, W. T. Davis and 
J. J. Jolly.—p. 571. 

Results. of Investigation of Contacts Reported by Military Services—1951. 
N. J. Fiumara.—p. 579. 


Annals of Surgery, Philadelphia 
136:905-1052 (Dec.) 1952. Partial Index 


End Results in Treatment of Malignant Melanoma: Report of 1190 Cases, 
G. T. Pack, D. M. Gerber and I. M. Scharnagel.—p. 905. 

*Critical Study of Regional Intra-Arterial Nitrogen Mustard Therapy in 
Cancer. C. D. Bonner, A. Thurman and F. Homburger.—p. 912. 

*Experimental and Clinical Attempts at Correction of Interventricular 
Septal Defects. C. P. Bailey, M. H. Lacy, W. B. Neptune and others. 
—p. 919. 

Transduodenal Sphincteroplasty for Recurrent Pancreatitis: Preliminary 
Report. S. A. Jones and L. L. Smith.—p. 937. 

Study of Spinal Fluid Pressures in Operations Requiring Removal of Both 
Internal Jugular Veins. O. Schweizer and G. H. Leak.—p. 948. 

En Bloc Resection of Cancer of Mouth and Cervical Lymphatics with 
Preservation of Mandible. D. P. Slaughter and H. W. Southwick. 
—p. 957. 

Carcinoma of Tongue. J. L. Wilson and L. G. Brizzolara.—p. 964. 

Use of Water Soluble Contrast Media for Bronchography. J. V. Rogers 
Jr. and H. S. Weens.—p. 971. 

Administration of Nitrous Oxide-Oxygen Anesthesia in Closed Systems. 
F. F. Foldes, A. J. Ceravolo and S. L. Carpenter.—p. 978. 

Interspinous Fusion for Treatment of Herniated Intervertebral Discs: 
Utilizing a Lumbar Spinous Process as Bone Graft. S. Spadea and 
H. Hamlin.—p. 982. 

Studies on Survival of Skin Homografts: I. Prolongation of Life of Full- 
Thickness Grafts by Action of Streptokinase-Streptodornase. C. D. 
Dukes and T. G. Blocker Jr.—p. 999. 

Transthoracic Repair of Diaphragmatic Hernia in Infants. C. E. Koop and 
J. Johnson.—p. 1007. 

One-Stage Pancreatoduodenectomy with Resection of Portal Vein for 
Carcinoma of Pancreas. W. V. McDermott Jr.—p. 1012. 

*Gangrene of Forearm and Hand Following Use of Radial Artery for 
Intra-Arterial Transfusion: Case Report. J. Yee, P. R. Westdahl and 
J. L. Wilson.—p. 1019. 

Total Pancreatectomy for Recurrent Calcareous Pancreatitis. E. F. 
McLaughlin and J. S. C. Harris.—p. 1024. 

Extensive Resection of Small Intestine for Polypoid Tumors: Case Report 
with Review of Literature. O. B. Camp and A. Lesser.—p. 1034. 

Hernia Through the Foramen of Winslow. J. L. Smoot.—p. 1040. 


Intra-Arterial Nitrogen Mustard Therapy in Cancer.—In 1950 
Klopp and others demonstrated that nitrogen mustard (methyl 
bisamine hydrochloride, HN:) given intra-arterially produces 
a more intense localized reaction in cancerous tissue than 
lethal doses of the same drug given intravenously. The sim- 
plicity of this method and the promising palliative results ob- 
tained encouraged Bonner and associates to employ regional 
HN; therapy for the palliation of inoperable cancer. Sixteen 
patients with microscopically proved neoplasms of the brain, 
urinary bladder, mouth, antrum, larynx, breast, and leg were 
chosen for therapy. Whenever possible, a branch artery was 
used because it eliminated the danger of a major artery throm- 
bosis. Up to 87.5 mg. of the drug was given in fractionated 
doses through cannulae remaining in place for from 2 to 69 
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days. The intra-arterial administration of nitrogen mustard to 
effect regional palliative chemotherapy in cancer involves graye 
technical hazards, as is indicated in three of the cases here 
presented. Only 7 of the remaining 13 patients showed subjec. 
tive improvement and only 4, gross changes in the tumor, 
The authors feel that these disappointing results do not mean 
that this method may not prove to be a useful tool to study 
cancerolytic agents in man. The decision as to whether one 
should use this procedure in inoperable neoplasms in any jp. 
dividual must be based on balancing the hazards and discoyr. 
aging results against the urgent need for pain relief and free. 
dom from local distress when all conventional but less drastic 
measures have been employed without success. 


Correction of Interventricular Septal Defects.—Although jt js 
often stated that interventricular septal defects do not disturb 
cardiac function, recent investigations indicate that, when these 
defects are present, the pulmonary circulation is overloaded, 
there is undue strain on the right ventricle, and in many cases 
cardiac enlargement occurs. Bailey and associates discuss 
various classifications and embryological development of de- 
fects of the interventricular septum and then summarize their 
attempts at surgical correction, which have become narrowed 
down to two types of procedures. The first is the application 
of a tapering pedicled pericardial graft, rolled through the 
septal defect in such a way that it completely plugs the ab- 
normal opening. Aside from its inapplicability in very large 
ventricular septal defects, the chief disadvantage of this graft 
is that it may partially block a narrowed right ventricular 
outflow tract, such as is often seen in tetralogy of Fallot, 
Furthermore, in extreme over-riding or dextroposition of the 
aorta, a sizable pericardial plug would occlude much of the 
left ventricular outflow tract, producing severe subaortic steno- 
sis. However, except for these situations, a pericardial plug 
would seem to correct ventricular septal defects. For defects 
too large to be plugged, the authors conceived the idea of 
applying a “diaper” of pericardium over the septum on the side 
of the greater intraventricular pressure. This pressure could be 
expected to force the graft tightly against the defect during 
ventricular systole; and perhaps would, in time, become ad- 
herent to the septum; at least it would functionally occlude 
the defect during each contraction of the ventricle. Experiences 
with the experimental production and the repair of interven- 
tricular septum defects in animals showed that the tube pedicle 
graft used to “cork” the opening is reasonably satisfactory for 
defects not too large and not located in such a position that 
the placement of the “cork” of pericardium will block the 
ventricular outflow tract. The use of a diaper of pericardium 
was not satisfactory, since the graft remained free within the 
ventricular chamber and became fibrotic and atrophied. Three 
clinical cases of closure of high ventricular septal defect are 
reported. In one of them, a case with tetralogy of Fallot and 
infundibular obstruction, swelling of the graft reproduced most 
of the infundibular obstruction, necessitating immediate re- 
moval of the graft and repair of the myocardial wounds. Sub- 
sequently, the patient did well. Another patient remains in 
excellent health with no restrictions on physical activity and 
with no symptoms. In the third case some improvement has 
resulted, but not complete cure. 


Gangrene of Forearm and Hand Following Intra-Arterial 
Transfusion into Radial Artery.—Yee and associates list the 
advantages of intra-arterial transfusion. Recently, it has been 
recommended for the shock of myocardial infarction. The 
aorta, the dorsalis pedis, anterior tibial, femoral, brachial and 
radial arteries have been used for intra-arterial blood trans- 
fusion. Occasionally serious complications arise, as in a case 
reported by the authors. This man, aged 30, was in shock 
after having been shot through the abdomen with a rifle. After 
750 cc. of plasma and 500 cc. of blood had been pumped into 
an arm vein under pressure, the blood pressure was still only 
60/50 mm. Hg, and it was decided to relieve the shock with 
an intra-arterial transfusion. The left radial artery was ¢x- 
posed, ligated distally, and cannulated proximally with a Linde- 
man needle. In the next hour 1,000 cc. of cold bank blood was 
given intra-arterially and 1,000 cc. intravenously. The blood 
pressure rose to 120/60 and abdominal exploration was begun. 
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During the operation, which lasted two hours, intra-arterial 
transfusion was used intermittently. A total of 2,500 cc. of 
cold blood were injected into the radial artery over a three hour 
eriod. A left cervical sympathetic procaine block was done 
immediately and repeated several times during that day. The 
left forearm and hand became deeply cyanotic, cold, pulse- 
jess, tensely swollen, paralyzed, and painful. This was thought 
to be the result of the extravasation of blood into the tissues. 
An incision was made along the ulnar side of the forearm and 
across the antecubital space. The ulnar artery was pulsating 
well, and a periarterial sympathectomy was done on the bra- 
chial artery. The forearm and hand became gangrenous, and 
an amputation was done above the elbow on the fourth day. 
The perfusion of the extremity with unoxygenated blood for 
a prolonged period was regarded as the cause of the gangrene. 
Vasospasm due to the coldness of the blood may have been a 
contributing factor. It would seem wise to make the intra- 
arterial transfusion as brief as possible and certainly limit it 
to less than an hour. 


Archives of Physical Medicine, Chicago 
33:711-760 (Dec.) 1952 


Two Important Statistical Devices. F. T. Jung.—p. 711. 

Rehabilitation Following Ruptured Intervertebral Disc Surgery. J. H. 
Aldes and F. Koerner.—p. 721. 

Continuous Oxygen-Aerosol for Tracheotomized Respirator Patient. R. 
Denton and J. N. Schaeffer.—p. 727. 

The Tilted Crutch Handpiece. H. W. Park, E. W. Malone and R. Steg- 


lich.—p. 731. 


Arizona Medicine, Phoenix 


9:19-84 (Dec.) 1952 


Megacolon. J. T. Emert.—p. 19. 

Carcinoma of Pancreas. E. L. Kettenbach.—p. 23. 

Lateral Cysts and Fistulas of Neck. C. J. Baumgartner.—p. 27. 

Cancer of Colon and Rectum: A Plea for Earlier Diagnosis. H. G. 
Williams.—p. 29. 

Results of 100 Craniotomies at Arizona State Hospital. J. R. Green, 
R. E. H. Duisberg and W. B. McGrath.—p. 33. 


Arkansas Medical Society Journal, Fort Smith 


49:109-122 (Dec.) 1952 


Venous Disease of Extremities. G. B. Starkloff.—p. 109. 
You and Cancer. J. J. Monfort.—p. 113. 
Relationship of Trauma to Peptic Ulcer. A. Kahn Jr.—p. 114 


Diseases of Chest, Chicago 
22:607-720 (Dec.) 1952 


‘Effects of Diminished Incidence of Primary Infection on Tuberculosis 
Control Program. J. A. Myers.—p. 607. 

Some Observations on Testing of Pulmonary Function. C. A. Forssander. 
—p. 626. 

Exploratory Surgery of the Heart. C. P. Bailey, R. P. Glover and T. J. 
E. O’Neill.—p. 640. 

Recognition of Nonallergic Asthma. L. Unger.—p. 671. 

Neurohemodynamics of Pulmonary Edema: I. Autonomic Influence on 
Pulmonary Vascular Pressures and Acute Pulmonary Edema State: 
Preliminary Report. S. J. Sarnoff and L. C. Sarnoff.—p. 685. 

Early Recognition of Bronchiogenic Carcinoma. J. S. Jewett.—p. 699. 


Decreased Incidence of Primary Infection and the Tuberculosis 
Control Program.—Primary tuberculous infection is the source 
of all tuberculosis. Early in the 20th century in the United States 
asmall group of physicians began to advocate protection of 
children from primary infections. This was opposed on the 
ground that such infections protect against subsequent clinical 
disease, The opposition was partially overcome, and sanatoriums 
were built for the isolation of persons with contagious disease. 
Veterinarians organized a national tuberculosis eradication pro- 
gram that was a potent factor in preventing primary infection 
in people and animals. Mortality rates for all ages in the United 
States decreased 82% between 1915 and 1949 and 94% among 
infants during the same period. The primary infection rate de- 
creased to less than 1% per annum in many places. By 1951 the 
Incidence of tuberculous infection among cattle had decreased 
10 0.14%. As the work progressed, erroneous theories were 
replaced by facts. The bovine type of tubercle bacillus, long 
thought to be of low virulence for man, produces as incapacitat- 
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ing and killing a disease in people as the human type of bacillus. 
The belief that protecting humans and animals from primary 
infections would create “virgin soil” for later attacks of tuber- 
culosis was found to have no factual basis. Both people and 
animals respond to primary infection in adulthood as they do 
in the early years of life. The diminished incidence of primary 
infection permits extensive use of the tuberculin test by which 
the presence of primary infection can be detected within two 
months after the invasion with tubercle bacilli occurs. Periodic 
x-ray film inspection of chests of tuberculin reactors locates 
chronic reinfection type of pulmonary lesions on an average of 
two and one-half years before they cause symptoms and usually 
before they liberate tubercle bacilli. Lesions found in this stage 
of evolution can usually be successfully treated in much less 
time than more advanced and contagious lesions. This method 
has been in use sufficiently long and in large enough areas to 
establish its efficacy. It is the only method known today by 
which tuberculosis can be eradicated. 


GP (J. Am. Acad. Gen. Practice), Kansas City, Mo. 


6:1-206 (Dec.) 1952 


Diagnosis and Management of Cushing’s Syndrome. R. B. Greenblatt, 
S. L. Clark and R. H. Chaney.—p. 34. 

Clinical Significance of Defective Clotting. A. J. Quick.—p. 43. 

The Sudden Il] Baby. K. Hammond.—p. 51. 

Psychotherapy—How to Begin. I. Stevenson.—p. 57. 

Physical Therapy by the General Practitioner. P. Williamson.—p. 65. 

Treatment of Lung Abscess and Bronchiectasis. S. Katz.-—p. 73. 


Illinois Medical Journal, Chicago 
102:345-394 (Dec.) 1952 


Present Trends in Treatment of Osteomyelitis. J. K. Stack.—p. 355. 

Shock. S. G. Plice.—p. 360. 

Physiological Basis of Shock. H. H. LeVeen.—p. 362. 

Obstetrical Shock. R. J. Hawkins.—p. 365. 

Common Scrota!l Enlargements. D. Presman.—p. 366. 

Arthritis—How to Diagnose it More Accurately. S. Fahlstrom.—p. 372. 

Anoxia in the Newborn Infant. E. T. McEnery.—p. 374. 

An Analgesic Agent for Cystoscopy. W. C. Meyer and E. Byer.—p. 375. 

Diarrhea—Physiological Considerations and Clinical Problems. R. EB, 
Dolkart.—p. 380. 

Cat Scratch Disease. T. J. Fitzpatrick and L. W. Woodruff.—p. 384, 


Indiana State Medical Assn. Journal, Indianapolis 


45:1221-1352 (Dec.) 1952 


Carotid Sinus Refiex: I. Clinical Manifestations of Hyperactive Reflex. 
D. L. Urschel.—p. 1237. 

Dramamine for Toxic Labyrinthitis Induced by Anesthetic Agent. C. J. 
Rudolph and J. E. Krueger.—p. 1242. 

Diagnosis and Treatment of Cardiac Arrhythmias. J. H. Kotte.—p. 1244, 

Diaphragmatic Hernia. P. D. Crimm and F. L. Kiechle.—p. 1249, 


Iowa State Medical Society Journal, Des Moines 


43:1-44 (Jan.) 1953 


Jaundice. P. Thorek.—p. 1. 

Present Concepts of Silent Gallstones. P. L. Bettler.—p. 4. 

Use of Metallic Elements in Repair of Hernia Defects, J. D. Hennessy. 
—p. 7. 

Education for Children in Private Practice (669 Consecutive Cases). 
H. L. Miller and F. E. Flannery.—p. 9. ; 

Secondary Hemorrhage Postadenotonsillectomy. J. V. Treynor.—p. 14, 


Journal of Bacteriology, Baltimore 
64:773-908 (Dec.) 1952. Partial Index 


Evidence for Occurrence of Mitosis in Micrococci. E. D. DeLamater 
and M. Woodburn.—p. 793. 

Cytological Changes in Bacillus Species in Stasis and Death Caused by 
Quaternary Ammonium Compounds. C. E. Chaplin.—p. 805. 

Method for Estimating Number of Bacteria in Liquids and Tissues. 
A. Pomales-Lebrén and C, Fernandez.—p. 837. 

Study of Incidence of Pseudomonas Aeruginosa from Various Natural 
Sources. L. M. Ringen and C. H. Drake.—p. 841. 

Suppression of Colonial Variation in Brucella Abortus by Metal-Complex- 
ing Compounds. L. J. Cole.—p. 847. 

Method for Preparation of Antibacterial Basic Proteins of Normal Tis- 
sues. W. L. Bloom and J. R. Prigmore.—p. 855. 

Quantitative Theory of Influenza Virus Hemagglutination-Inhibition. 
F, Lanni and Y. T. Lanni.—p. 865. 

Locus of Action of Streptomycin in Development of Clostridia from Spore 
Inocula. E. S. Wynne, R. E. Collier and D. A. Mehl.—p. 883. 
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Journal of Immunology, Baltimore 


69:581-702 (Dec.) 1952 


Uptake of Labeled Antigens by Mitochondria of Mouse Liver. M. Fields 
and R. L. Libby.—p. 581. 

Studies on Immunization Against Plague: The Method of Hemagglutina- 
tion Test and Some Observations on Antigen. T. H. Chen.—p. 587. 

Involvement of Complement-Like Factor in Activation of Blood Protease. 
W. B. Geiger.—p. 597. 

Electrophoretic Studies on Hyperimmune Rabbit Sera for Neurotropic 
Viruses. C. J. De Boer, J. van der Scheer, G. Richmond and others. 
—p. 605. 

Role of Tubercle Bacilli in Adjuvant Emulsions on Antibody Production 
to Egg Albumin. E. E. Fischel, E. A. Kabat, H. C. Stoerk and A. E. 
Bezer.—p. 611. 

Inhibition of Shwartzman Reaction by Pyrogenic Substances. I. L. Bennett 
Jr. and L. E. Cluff.—p. 619. 

Quantitative Determination of Extent of Despeciation of Modified Equine 
Antitoxin. L. Levine, L. Wyman, Bei-Loo Chen and J. Murphy.—p 627. 

General Preface to Studies on Cultivation of Poliomyelitis Viruses in 
Tissue Culture. J. F. Enders.—p. 639. 

Studies on Cultivation of Poliomyelitis Viruses in Tissue Culture: I. Prop- 
agation of Poliomyelitis Viruses in Suspended Cell Cultures of Various 
Human Tissues. T. H. Weller, J. F. Enders, F. C. Robbins and M. B. 
Stoddard.—p. 645. 

Id.: Il. Propagation of Poliomyelitis Viruses in Roller-Tube Cultures of 
Various Human Tissues. F. C. Robbins, T. H. Weller and J. F. Enders. 
—p. 673. 


Journal of International College of Surgeons, Chicago 
18:825-964 (Dec.) 1952 


*Further Observations on Intraocular Acrylic Lenses in Cataract Surgery. 
H. Ridley.—p. 825. 

Original Iconographic Technic for Arteriographic Films with Three- 
Dimensional Appearance. G. Marcozzi.—p. 834. 

Fatal Hemorrhage from Bile Duct. A. L. McGregor.—p. 838. 

Total Obliteration of Artery Due to Spasmodic Obstruction: Operative 
Verification. A. Jentzer.—p. 846. 

Experimental Demonstration of Antiamylase in Dogs. E. Forti, L. Ro- 
gnone and A. Luzzatto.—p. 853. 

Early Diagnosis and Treatment of Carcinoma of the Cervix. P. F. Doege. 
—p. 859. 

Psychosurgery. B. N. Balkrishna Rao.—p. 871. 

Position of Surgeon to Left of Patient and Technic of Cholecystectomy. 


V. Pettinari.—p. 878. 
Splanchnic Nerve Block as Adjuvant in Intestinal Intubation. G. Martin- 


etto.—p. 881. 
Prevention of Pulmonary Complications in Abdominal Surgery. S. H. 


Babington.—p. 886. 
Teamwork in Anesthesia for Cardiac Patient. F. E. Leffingwell and C. A. 


Mounce.—p. 891. ; 
Peripheral Block Anesthesia in General Surgery. M. B. Jorgensen.—p. 896. 
Combined Therapy for Pilonidal (Sacrococcygeal) Cyst and Sinus: Roent- 

gen Epilation of Operative Field Prior to Surgical Excision with Primary 


Closure. B. Goldman.—p. 903. 

Carcinoma of Right Breast and Sarcoma of Left Breast, 11 Years Inter- 
vening: Report of Case. C. A. Weiss.—p. 910. 

Chorionepithelioma: Report of Case and Review of Pathologic, Etiologic, 
Diagnostic and Therapeutic Aspects. H. N. Picard.—p. 914. 

Suction Socket Prosthesis for Above Knee Amputation. P. E. McMaster, 


R. Mazet Jr. and C. G. Hunter.—p. 919. 
Neurosurgical Treatment for Mentally Deficient Children. S. Rosner. 


—p. 925. 
Nonpenetrating Traumatic Rupture of the Liver. J. M. Greene, S. L. 


Turek and E. I. Greene.—p. 931. 
Rehabilitation of Child with Cerebral Palsy. S. Keats.—p. 935. 
Hemorrhoids: Geriatric Problem at Any Age. J. F. Montague.—p. 949. 


Intraocular Acrylic Lenses in Cataract Surgery.—Ridley re- 
ports on 63 patients in whom acrylic lenses were inserted fol- 
lowing cataract extraction. He feels that the results are en- 
couraging, but since more can be learned from misadventures, 
difficulties, and failures than from cases that proceed unevent- 
fully to a successful conclusion, he discusses the complications 
he has met. In two cases the acrylic lens was too large and 
too powerful. In two cases the lenses subluxated; in both of 
these cases the preliminary extraction, preceding insertion by 
several months, was imperfect, and one of these two patients, 
a boy, aged 12, had received a black eye in a fist fight. In a 
man, aged 76, the section failed to heal in the normal time 
and gaped on removal of the corneoscleral sutures. This led 
to slight iris inclusion, the formation of a false filtration angle, 
and glaucoma. One woman, aged 84, ruptured the section on 
the 14th day, and the presenting lens was grasped and re- 
moved with forceps. In two cases a moderate rise of tension 
developed associated with shallowness of the anterior chamber 
and a narrow filtration angle, but both readily responded to 
miotics. In one early case it was necessary to divide the pos- 
terior capsule from behind. One prolapsed iris required re- 
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position. There have been two total dislocations of lens ini, 
the bottom of the vitreous chamber. In both instances the eves 
were highly myopic, and, as they remained quiet, the Patients 
were pleased with the unexpected development. In three other 
cases, in two of which there were traumatic Cataracts, the 
author felt unable to insert an acrylic lens because extraction 
was imperfect. In one other case hypermaturity and a tough 
capsule caused an inadvertent but perfect intracapsular extrac. 
tion. The pupil was so dilated that the author could not re. 
tain the lens beneath the narrow iris, owing to pressure from 
the vitreous dome. He feels now that he should have waite 
for contraction of the pupil by miotics before inserting the 
lens. Nearly 90% of the cases proceeded uneventfully. Fibrin 
and pigment deposited on the lens initially always clear jp 
weeks or months, and absorption is accelerated by cortisone. 
The refraction is usually within 2 D. of that of the other eye, 
so that binocular vision is regained, perhaps with the aid of 
a low power lens. None of the patients have complained of 
any abnormal sensation indicating the presence of a foreign 
body in the eye. The only symptom worth reporting is that 
several complain of seeing red in bright sunlight or when snow 
is on the ground, probably because the artificial lens absorbs 
less long-wavelength light rays than does the natural lens, 


Journal Lab. and Clinical Medicine, St. Louis 
40:825-994 (Dec.) 1952 


Beta Glucuronidase Content of Human Leukocytes in Health and in Dis. 
sease. J. H. Follette, W. N. Valentine and J. S. Lawrence.—p. 825, 
Changes in White Blood Cell Counts After Administration of Cortisone 
Acetate to Healthy Ambulatory Individuals. H. J. Kowalski, W. £. 

Reynolds and D. D. Rutstein.—p. 841. 

Differential Rates of Diffusion of Nitrous Oxide into Cerebrospinal 
Fluid. A. N. Bessman, R. W. Alman, G. J. Hayes and J. F. Fazekas, 
—p. 851. 

Lipase in Human Blood Plasma. P. R. Srinivasan and V. N. Patwardhan, 
—p. 860. 

Increase in Oxygen Consumption of Human Cardiac Muscle Incubated 
with Lanatoside C. W. J. Burdette.—p. 867. 

Observations on Some of Technical and Clinical Factors Influencing 
Determination of Uropepsin Excretion in Man. R. D. Goodman, 
E. Sandoval and J. A. Halsted.—p. 872. 

*Dextran and Oxypolygelatin as Plasma Volume Expanders: Renal Ex 
cretion and Effects on Renal Function. L. G. Raisz.—p. 880. 

*Meningococcic Meningitis: Treatment with Large Doses of Penicillin Com- 
pared to Treatment with Gantrisin. M. H. Lepper, H. F. Dowling, 
P. F. Wehrle and others.—p. 891. 


Plasma Volume Expanders and Renal Function.—The rate of 
renal excretion of 6% dextran or 5% oxypolygelatin in isotonic 
sodium chloride solution was compared with the rate of dis- 
appearance from the blood in dogs with a normal blood volume 
and in dogs subjected to standard hemorrhage. Infusions of 
4.5% human albumin in isotonic sodium chloride solution and 
of isotonic sodium chloride solution alone were used in control 
experiments. In dogs with a normal blood volume 50 to 60% 
of oxypolygelatin and 40 to 50% of dextran could be recovered 
in the urine in four hours. Part of the remainder was retained 
in the blood, but about 20% could not be accounted for and 
had presumably entered interstitial fluids. In dogs subjected to 
massive experimental hemorrhage, excretion was slower and 
more variable, particularly with dextran. During the first half 
hour after infusion dextran clearance was 10 to 15% of the 
glomerular filtration rate, while the oxypolygelatin clearance 
rate was 20 to 30%. Both decreased to about 2% of the filtra- 
tion rate in three hours. Although the retention of the material 
itself was quite uniform in the animals with normal blood 
volume, plasma volume changes were highly variable and ap- 
peared to depend on the state of hydration of the animal. The 
renal response to infusions of dextran and oxypolygelatin was 
not consistently different from the response to the same volume 
of isotonic sodium chloride solution except that there was 4 
greater increase in renal plasma flow with the colloid solutions. 
Multiple infusions of dextran and oxypolygelatin had minimal 
deleterious effects. 


Treatment of Meningococcic Meningitis. — Of 130 patients 
treated for meningococcic meningitis, 11 (8.5%) died who 
showed a fulminating disease with coma and/or shock on ad- 
mission. Seven of the 11 patients received large doses of pen: 
cillin and sulfisoxazole (gantrisin®). Two died before chemo 
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| Reassurance. P. Chodoff.—p. 671. 


therapy was administered since resuscitation procedures were 
given priority. One patient received aureomycin alone and one 
penicillin alone. A comparative therapeutic study was carried 
out in 78 of the remaining patients. Of these, 38 were given 
0,05 to 0.06 gm. of sulfisoxazole per pound of body weight intra- 
yenously as an initial dose, and thereafter 0.1 to 0.13 gm. per 

und for each 24 hours, in divided doses, either orally or 
parenterally depending on the ability to retain oral medication. 
The other 40 patients were given 1 million units of the sodium 
or potassium salt of penicillin intramuscularly or intravenously 
every two hours. If the patient given penicillin was doing well 
at the end of 24 to 48 hours, 600,000 units of procaine peni- 
cillin in aqueous solution was substituted for every third dose 
of penicillin for the next 24 hours; then, if the course was still 
favorable, the procaine penicillin suspension was given instead 
of the soluble salt at six hour intervals. In infants the dose of 
procaine penicillin was decreased to 600,000 units every 12 
hours on about the fifth day. One patient in the penicillin group 
died one hour after the first dose. In the remaining 39 patients 
in the penicillin group the duration of fever of over 100 F rectally 
was 50 + 6.5 hours, as compared to 91 + 13 hours in the sul- 
fisoxazole group. Similarly the duration of mental changes was 
40+ 7 hours and 49 + 7.9 hours after the institution of peni- 
cillin and sulfisoxazole therapy respectively. Eleven patients who 
were treated with aureomycin plus penicillin had fever for 
78+ 12 hours and mental changes for 72 + 8.5 hours. Sim- 
ilarly, another group of 14 patients who received penicillin in 
lower doses plus sulfisoxazole had fever for 63 + 10 hours and 
mental changes for 48 + 8.5 hours. The direct eosinophil count 
was usually zero in patients who were moderately to severely 
ill with meningococcic infections. It was sometimes normal or 
moderately depressed in patients who had fulminating disease 
or who were only mildly ill. Thus the eosinophil count gave no 
more indication of the prognosis than the clinical picture. As 
a result of these experiences, the authors state that penicillin 
in large doses is a satisfactory therapeutic agent for the average 
patient with meningococcic meningitis and can be used as a 
substitute for sulfonamide compounds when desired. 


Journal-Lancet, Minneapolis 
72:545-590 (Dec.) 1952 


Surgical Problems in Rheumatic Valvular Heart Disease. R. L. Varco 
and I. D. Baronofsky.—p. 545. 

Clinical Report on Family Planning. G. W. Hunter and C. B. Darner. 
—p. 555. 

University and Medical Research. O. H. Wangensteen.—p. 560. 


Journal of Urology, Baltimore 


68:865-972 (Dec.) 1952 


Endocrine Factors in Cancer. C. Huggins.—p. 875. 

Acute Hydonephrosis of Pregnancy. W. A. Schloss and M. Solomkin. 
—p. 885. 

Occult Carcinoma in Clinically Benign Hypertrophy of Prostate: Patho- 
logical and Clinical Study. M. Labess.—p. 893. 

Adenocarcinoma of the Colon with Primary Complaint of Tumor of 
Penis; Report, with Considerations of Mode of Occurrence. W. A, 
Bowersox and J. B. Frerichs.—p. 897. 

Phalloplasty. W. E. Goodwin and W. W. Scott.—p. 903. 

Condylomata Acuminata of the Urethra. R. P. Morrow Jr., J. R. Mc- 
Donald and J. L. Emmett.—p. 909. 

Acute Lymphogranuloma Venereum: Short Review with Observations on 
Surgical Implications and Changing Geographic Distribution. T. P. E. 
Rothchild and G. A. Higgins.—p. 918. 

Urinary Calculi Among Negroes of Belgian Congo, Africa. W. H. Horner 
and M. C. Horner.—p. 929. 

Enterococcal Endocarditis as Complication of Urologic Instrumentation. 
J. J. Finn Jr. and L. W. Kane.—p. 933. 

Hematuria with Sickle Cell Disease. F. G. Harrison and F. G. Harrison 
Jr.—p. 943. 

Recent Improvements in Translumbar Aortography. A. K. Doss.—p. 950. 

Extraperitoneal Pneumography. D. R. Smith, H. L. Steinbach, R. P. 
Lyon and P. B. Stratte-—p. 953. 


Medical Annals of District of Columbia, Washington 
21:651-716 (Dec.) 1952 


Mental Processes of President’s Health Commission. P. B. Magnuson. 
—p. 651. 

The Arthritis Program of Public Health Service. R. M. Wilder.—p. 656. 

Diagnostic Helps in Rheumatic Diseases. W. J. Martin.—p. 661. 

Conservative Operations on the Uterus. I. A. Koeneke.—p. 665. 


Minnesota Medicine, St. Paul 
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35:1085-1186 (Dec.) 1952 


Recent Advances in Research on Rheumatic Fever. L. Thomas.—p. 1105. 

Changing Problem of Tuberculosis in City Clinic: Review of a Twenty- 
Five-Year Program. E. R. Long.—p. 1111. 

Treatment of Thrombophlebitis. F. M. Owens Jr.—p. 1119. 

Physical Medicine in General Practice. M. E. Knapp.—p. 1123. 


*Canicola Fever: Report of Human Infection Due to Leptospira Canicola 


in Minnesota. R. T. Pearson and W. H. Hall.—p. 1127. 
Melanin Spots of Lips, Oral Mucosa and Digits Associated with Intestinal 
Polyposis: Report of a Case. L. F. Sherman and R. J. Tenner.—p. 1131. 
Management of Cutaneous Malignancies. L. M. Hammer.—p. 1135. 
Emphysema of Leg Following Perforation of Rectum: Report of Case. 
W. C. Bernstein, C. H. Ghent and C. E. Rea.—p. 1138. 


Canicola Fever.—Canicola fever is a form of leptospirosis 
caused by the spirochete, Leptospira canicola, which morpho- 
logically does not differ from Lept. icterohemorrhagiae, the eti- 
ological agent of Weil’s disease. The case described here was 
that of a man, aged 37, who was admitted to hospital with 


high fever, chills, headache, malaise, severe muscular pains, 
and sore throat. The pain in the muscles of his left thigh was 
so severe that he was unable to move the leg. The admitting 
physician’s diagnosis was poliomyelitis. Tests for brucellosis, 
syphilis, Q fever, and heterophil and cold agglutinins were all 
negative. Because the clinical features suggested canicola fever, 
the patient was asked about recent contact with dogs. He 
stated that recently his dog had had paralysis of the hind limbs 
and had died. Antibodies for Lept. canicola were absent four 
days after onset of symptoms, but twelve days and five weeks 
after the onset they were present. The authors feel that this 
case emphasizes the need for agglutination studies for lepto- 
spiral diseases whenever one sees a patient with fever together 
with muscle pain, meningism, and injected conjunctivas. This 
is especially true if there has been contact with a sick dog. 
Canicola fever is a natural and frequent illness in dogs. It has 
been estimated that approximately 25% of all dogs have had 
the disease. In approximately two-thirds of the human cases 
there is a history of exposure to dogs. In addition to direct 
contact with dogs, it can also be transmitted by bathing in con- 
taminated water. In most patients wtih canicola fever, the ele- 
vation of temperature persists for about one week. In about 
one-half of the cases the patient may have a relapse with re- 
turn of symptoms at the end of the second week. Rarely several 
relapses occur. Convalescence is usually prolonged, with com- 
plaints of weakness and fatigue. There may be some residual 
muscle tenderness. Complications occur in about 15% of the 
cases and are usually mild and transient. Alopecia, which is 
frequently seen in the dog, occurs occasionally in human beings. 
Eye complications are common, with photophobia and blurring 
of vision during the acute illness. Later diplopia, iridocyclitis, 
vitreous opacities, optic neuritis, and retrobulbar neuritis may 
occur. As a rule the disease is self-limited and benign. Peni- 
cillin is widely used in treatment, but aureomycin and oxy- 
tetracycline (“terramycin”) have also been found beneficial. 


New England Journal of Medicine, Boston 
247:917-958 (Dec. 11) 1952 


*Mitral Stenosis with Long-Lasting Congestive Heart Failure or Auricular 
Fibrillation. D. E. Love and S. A. Levine.—p. 917. 

Polyvinyl! Pyrrolidone as Plasma Expander: Studies on Its Excretion, 
Distribution and Metabolism. H. A. Ravin, A. M. Seligman and 
J. Fine.—p. 921. 

Cholangiojejunostomy (Longmire Operation) for Relief of Biliary Ob- 
struction Due to Carcinoma. W. R. Waddell and C. B. Burbank. 
—p. 929. 

Purpura Fulminans: Report of Two Cases Following Scarlet Fever. 
W. N. Chambers, J. B. Holyoke and R. F. Wilson.—p. 933. 

Pediatrics. J. M. Baty, M. B. Kreidberg and O. Swenson.—p. 936. 

Supraventricular Tachycardia in Fetus: Report of Case. S. M. Sancetta, 
T. H. Redding and W. S. Haubrich.—p. 943. 


Mitral Stenosis with Congestive Failure or Fibrillation.—The 
average survival period of patients with mitral stenosis in whom 
objective evidence of congestive heart failure or auricular fibrilla- 
tion has already developed is from three to five years. However, 
observation of such patients in the cardiac clinic of the Peter 
Bent Brigham Hospital who have survived for as long as 25 
years after the onset of these complications has posed a question 
of the frequency of such prolonged survival. Patients with mitral 
stenosis who had been seen between 1913 and 1946 and who 
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had died during one of the admissions to the hospital were 
studied. Outpatients of the cardiac clinic were also considered. 
The records of 65 patients (14 men and 51 women) could be 
analyzed who had survived nine or more years after onset of 
evidence of congestive heart failure or permanent auricular 
fibrillation. In most patients congestive heart failure followed 
the development of auricular fibrillation. In some cases adequate 
digitalis therapy and other measures had controlled the symp- 
toms of congestion so well that gross evidence of failure did 
not appear until some years after auricular fibrillation had de- 
veloped. It was found that from 10 to 13% of patients with 
mitral stenosis will survive nine or more years after the onset 
of congestive heart failure or auricular fibrillation. The chief 
cause of death was ascertained in the 41 of the 65 patients who 
died. Whereas all but two of the 41 patients were in congestive 
heart failure at the time of death and had been in failure on 
an average of 11% years prior to death, only 29 could be con- 
sidered to have died primarily as a result of heart failure. Seven 
died of embolism. Quinidine therapy was responsible for two 
deaths, and lobar pneumonia for two others. In one case the 
cause of death was uncertain. There appears to be no accurate 
method of prediction as to which patients will survive and which 
will not. The fact that tricuspid stenosis was present in a fourth 
of the patients in this series and occurs in only a tenth of all 
cases of rheumatic heart disease makes it clear that patients 
with mitral and tricuspid stenosis are likely to survive longer 
than those without tricuspid stenosis. That hypertension accom- 
panying mitral stenosis acts favorably and renders such patients 
likely to survive longer is not certain, but the authors have a 
strong clinical impression that this is so. A third group, how- 
ever, with neither tricuspid stenosis nor hypertension, also sur- 
vive for long periods. The authors feel that these facts should 
be taken into consideration in evaluation of the indications for 
and the results of valvuloplasty. 


247:959-1002 (Dec. 18) 1952 
Polyps of Rectum and Colon and Their Relation to Cancer. C. E. Welch, 
J. B. McKittrick and G. Behringer.—p. 959. 
Controlled Clinical Study of Effect of X-Ray Therapy in Certain Non- 
malignant Dermatoses. J. T. Crissey and W. B. Shelley.—p. 965. 
*Observations on Clotting Defect in Amniotic-Fluid Embolism. O. D. 
Ratnoff and G. J. Vosburgh.—p. 970. 
Torsion of Spermatic Cord. J. S. Wheeler and F. B. Clark.—p. 973. 
Pediatrics. J. M. Baty, M. B. Kriedberg and O. Swenson.—p. 977. 


Clotting Defect in Amniotic Fluid Embolism.—Profound shock 
occurred in a 30-year-old primipara about 30 minutes after low 
midforceps delivery of a normal baby boy following right 
mediolateral episiotomy. The patient died 11 hours later. At 
necropsy, emboli of amniotic material were demonstrated in 
the pulmonary vessels. Approximately three and a half hours 
after the onset of clinical symptoms, it was noted that the 
patient was bleeding from the sites of venipunctures. Shortly 
thereafter, her blood failed to clot in vitro. Studies of the 
blood revealed the presence of hypofibrinogenemia, possible 
hypoprothrombinemia, an increase in plasma thrombin-inhibi- 
tory activity, increased plasma proteolytic activity, and a slight 
decrease in the number of circulating platelets. These multiple 
defects seemed to explain the hemorrhagic phenomena ob- 
served. The nature of this hemorrhagic disorder has not been 
determined. 


New York State Journal of Medicine, New York 
52:2687-2830 (Nov. 15) 1952 


Value of Endometrial Smear in Detection of Malignancy. E. L. Hecht. 
—p. 2745. 

Technics and Indications for Anesthesia in Cesarean Sections. C. E. 
Flowers Jr.—p. 2753. 

Management of Procidentia: Simple Operation for Its Surgical Treatment. 
J. V. Ricci and C. H. Thom.—p. 2759. 

Practical Considerations for General Practitioner in His Role as Gyne- 
cologist. L. G. Fournier.—p. 2765. 

Chorionepithelioma: An Analysis of Eight Cases Observed During the 
Past 12 Years. J. H. Flynn.—p. 2771. 

Adenomyosis: Its Conservative Surgical Treatment (Hysteroplasty) in 
Young Women. L. L. Hyams.—p. 2778. 

Cesarean Sections: 25-Year Survey in a Teaching Hospital. W. T. Pom- 
merenke.—p. 2785, 

Diabetes Complicating Pregnancy. W. P. Given.—p. 2794. 

Psychosomatic Influences in Obstetrics and Gynecology. A. T. Stewart. 
—p. 2799. 

Cholecystoscopy. J. A. DeWeese, W. C. Eikner and R. M. Price.—p. 2805, 





J.A.M.A., March 14, 1953 


Northwest Medicine, Seattle 


$1:921-1004 (Nov.) 1952 


The Physician’s Responsibility as a Leader. L. A. Alesen.—p, 941. 
Studies on Schistosome Dermatitis in Pacific Northwest. R. W. Macy 


—p. 947, 
§1:1005-1092 (Dec.) 1952 


The Physician’s Responsibility as a Leader. L. A. Alesen.—p. 1025, 
Postpartum Hemorrhage—Diagnosis and Management. A. F. Lee ang 
W. S. Keifer.—p. 1031. 


Pennsylvania Medical Journal, Harrisburg 


$5:1161-1304 (Dec.) 1952 


Antibiotics Yesterday and Today. C. S. Keefer.—p. 1177. 

Etiology of Hypertension. W. A. Jeffers.—p. 1181. 

Present Knowledge on Clinical Use of ACTH and Cortisone. R. A. Kern, 
—p. 1184. 

Role of Electrocardiogram in Cardiac Diagnosis. R. A. Stevens.—p, 119, 


Proc. Soc. Exper. Biol. & Med., Utica, N. Y. 


81:333-570 (Nov.) 1952. Partial Index 


Inhibition of Rapid Production of Antibody by Cortisone. Study of 
a Response. E. E, Fischel, J. H. Vaughan and C. Photopoulos, 
—p. 344. 

*Role of Ionizing Radiation in Eliciting Tumors of Pituitary Gland in 
Mice. A. Gorbman and A. Edelmann.—p. 348. 

Mechanism of Cholesterol Deposition on Arterial Walls. J. Bjorksten 
—p. 350. 

Mucolytic Enzyme Systems: XIX. Comparison of Hyaluronidase Inhibitor 
and Heparin Levels in Serum. D. Glick and M. J. Ochs.—p. 363. 

Effect of Deficiency of Magnesium and Other Minerals on Protein Syn. 
thesis. W. Menaker and I. S. Kleiner.—p. 377. 

Erythrocyte Potassium Levels in Pernicious Anemia and Non-Tropical 
Sprue. R. W. Bertcher and L. M. Meyer.—p. 383. 

*Atheromatous Changes in Aorta, Carotid and Coronary Arteries of 
Choline-Deficient Rats. W. S. Hartroft, J. H. Ridout, E. A. Sellers and 
C. H. Best.—p. 384. 

Use of Normal Rabbit Serum in Production of Hypercholesteremia in 
Cholesterol Fed Rats. M. Friedman, R. H. Rosenman and S. O. Byers, 
—p. 393. 

Protective Effect of Adrenal Steroid Administration on Irradiated Mice, 
E. A. Mirand, M. C. Reinhard and H. L. Goltz.—p. 397. 

Effect of High Fat Diet on Potassium Deficiency Syndrome in the Rat. 
H. S. Perdue and P. H. Phillips.—p. 405. 

Comparison of Effects of Various Brands of ACTH on Normal Subjects, 
H. D. Kaine.—p. 412. 

Fecal Electrolytes and Nitrogen During Cortisone or ACTH Therapy. 
T. S. Danowski, R. Tarail, J. H. Peters and others.—p. 445. 

Blood Volume Studies in Pernicious Anemia and Non-Tropical Sprue. 
L. M. Meyer and R. Bertcher.—p. 511. 

Poliomyelitis: I. Propagation of MEF1 Strain of Poliomyelitis Virus in 
Suckling Hamster. A. W. Moyer, C. Accorti and H. R. Cox.—p. 513. 

Mechanism of Renal Glycosuria in ACTH-Treated Premature Infants. 
D. H. Weintraub, P. L. Calcagno, M. K. Kelleher and M. I. Rubin. 
—p. 542. 

Effect of Terramycin on Fecal Microflora of Rats: I. Interrelation of 
Diet and Terramycin. J. V. Scaletti, W. L. Kulp and R. C, Cleverdon. 
—p. 552. 


Ionizing Radiation and Pituitary Tumors.—lIt has been found 
that after the administration of large (170 uc), thyroid-destroy- 
ing, doses of radioiodine, fatal chromophobe tumors of the 
pituitary develop in mice. These tumors do not appear after 
radiothyroidectomy with small (30 uc) doses of I'%1, This sug: 
gests that it is radiant energy of the large doses of I'*' that 
precipitates pituitary tumors. To test this hypothesis the authors 
destroyed the thyroids of mice with small doses of radioiodine 
not capable of producing tumors, and then followed this pro- 
cedure with whole-body x-irradiation (545 r). Pituitary tumors 
resulted. Similar doses of x-rays alone did not lead to the 
growth of tumors. It appears that ionizing radiation induces 
these atypical growths in pituitary glands that have been 
physiologically altered by radiothyroidectomy. 


Atheroma in Choline-Deficient Rats.—Hartroft and associates 
say that as far as they know there has been no evidence sug: 
gesting an association of dietary deficiency in rats with the 
occurrence of vascular damage. Recently, however, they ob- 
served pathological changes, which resemble in some respects 
those of atheroma, in the major arterial trunks (aortas and 
carotid arteries) and in the coronary arteries of rats maintained 
up to 216 days on diets low in choline. The extent and nature 
of these lesions are described in this paper. The initial lesion 
consists microscopically of the deposition of stainable lipid in 
the endothelial cells of the intima. In later stages, proliferation 
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of intimal cells had resulted in formation of small plaques. In 
the large vessels (aortas and carotids) the subjacent media had 
yndergone necrosis and eventual calcification. Although these 
jesions in choline-deficient rats may be related to human 
atheroma, further discussion is not warranted until the results 
of more extensive investigations are available. 
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60:533-596 (Nov.) 1952 


*Prognosis in Fenestration Surgery. G. E. Shambaugh Jr.—p. 533. 

‘Carcinoma of Lung: Analysis of 136 Cases. J. D. Stenstrom.—p. 537. 

Clinical Application of Arterial Homograft. H. Swan.—p. 548. 

Present Status of Regional-Segmental Colitis. M. A. Howard.—p. 555. 

Clinical and Laboratory Evaluation of “Vagisol” in Treatment of Tri- 
chomonas Vaginalis Vaginitis. H. N. Shaw, E. Henriksen, J. F. Kessel 
and C. F. Thompson.—p. 563. 

Transpyloric Prolapse of Gastric Mucosa. A. A. deLorimier and C. Y. 
Gates.—p. 571. 

Lupus Erythematosus in Pregnancy. L. B. Donaldson.—p. 579. 

Acute Hydramnion; Review of the Literature; Case Report and Notes on 
Technic of Amniotomy. D. O. Hammond.—p. 584. 

Routine Pregnancy Tests with Rats and Frogs: Results in 593 Cases. 
I. O’Hanrahan.—p. 589. 















Prognosis in Fenestration Surgery.—The patient with otosclerotic 
stapes fixation without cochlear nerve degeneration can choose 
between a hearing aid or fenestration, and the otologist can 
help in this decision. The permanence of the hearing improve- 
ment after fenestration was studied in 390 patients for 5 to 10 
years after operation. In some cases the operation failed to arrest 
a slowly progressive cochlear nerve deterioration, in others the 
improvement declined from other causes, such as a labyrinthine 
hydrops, but in 70% the hearing improvement, 5 to 10 years 
after the operation remained at the same level as during the 
first postoperative year. Measurements of the performance of 
the hearing aid versus the fenestrated ear were made in 59 con- 
secutive patients who had worn a hearing aid before operation. 
In individual cases the hearing aid might give considerably better 
performance than the fenestrated ear and vice versa. The dis- 
turbing effect of noise is greater for hearing aid user than for 
the fenestrated ear with equivalent sensitivity. On the other 
hand, in some situations the fenestrated ear cannot be “turned 
up” as can a hearing aid. The fact that the hearing after fenes- 
tration is natural in tonal qaulity as contrasted with the dis- 
tortion produced by even the best hearing aid is also to be 
considered. In the early days of fenestration surgery it was hoped 
that it would restore hearing to normal, as the new fenestra 
eliminated the conductive loss due to stapes fixation. This hope 
was never realized, because the fenestrated ear lacks an ossicular 
chain to connect the large tympanic membrane to the small oval 
window, providing a lever effect to overcome the difference in 
sound conduction in fluid as compared with air. Without this 
lever mechanism, the ear loses between 20 and 30 db. of hear- 
ing. The otologist who is consulted by a patient with otosclero- 
sis may give that patient a fairly definite prognosis of what he 
may expect from fenestration as compared with a hearing aid 
by means of careful air and bone audiometry, supplemented 
by controlled speech and discrimination tests. The probable re- 
sults of surgery can be estimated with fair accuracy as 15 db. 
below average bone readings for the speech frequencies, and this 
predicted hearing result can be compared with the efficiency 
of the patient’s hearing aid as measured by objective tests. With 
this information, the patient should be able to reach a choice. 























































Carcinoma of Lung.—Stenstrom analyzes observations on 136 
patients with carcinoma of the lung who were observed in three 
hospitals of the city of Victoria, British Columbia, between 
January, 1945, and September, 1951. There were 120 men and 
16 women. Because of the comparatively small number of cases 
and some inaccuracies, the author feels that this analysis is of 
NO statistical importance, but it conforms in general to other 
similar reviews. The symptoms of lung cancer are not char- 
acteristic. They are common to most acute and chronic lung 
lesions. At the time of death the lesion was usually widespread. 
The anaplastic tumor was slightly commoner than the squamous 
tumor. Twenty-five resections were done, at least one-half of 
which were palliative resections. The mortality rate for both 
resections and simple explorations was high. On Sept. 30, 1951, 
18 of the patients were living and 10 were apparently well. The 
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author stresses that cure of lung cancer is possible and that its 
rate of growth varies, but advanced cancer is usually present 
by the time symptoms are well established, and by the time 
surgery is considered. The cell type is of prognostic value. 
Thoracotomy is the most accurate method of making a diag- 
nosis. It should be used early, in the “silent phase” when there 
is an asymptomatic x-ray lung shadow. About one-half of the 
silent lesions resected will be cancer. Recurrent pneumonia, 
virus pneumonia, and unresolved pneumonia may be due to 
malignant bronchial obstruction. Thoracotomy is indicated if 
resolution fails to occur within three weeks. The interpretation 
of routine chest films is important. To suspect all abnormal 
lung shadows as “cancer until proved otherwise” will result in 
improvement in the cure rate of carcinoma of the lung. 


Wisconsin Medical Journal, Madison 


$1:1157-1310 (Dec.) 1952 


Maternal Mortality Survey and Study Plan. T. A. Leonard.—p. 1173. 

Vascular Crisis in Atrophic Cirrhosis of the Liver. J. K. Berman, EB. J 
Berman and E. D. Habegger.—p. 1175. 

Can We Prevent Streptococcal Disease? C. K. Kincaid.—p. 1182. 

Endometriosis. F. J. Hofmeister and L. R. Grinney.—p. 1184. 

*Conservation of Blood. T. J. Greenwalt.—p. 1188. 

Industrial Dermatoses. H. R. Foerster.—p. 1193. 


Conservation of Blood.—Blood supplies are limited, and blood 
should be used only when definitely indicated. Four or five liters 
of blood have been given to patients with severe iron 
deficiency anemia before oral iron therapy was even considered, 
and yet oral iron medication will produce the desired results 
safely. Macrocytic anemia associated with a megaloblastic bone 
marrow will respond to liver, vitamin B., or folic acid, and trans- 
fusions are rarely indicated. The nonregenerative forms of 
anemia are benefited by transfusion. In patients with chronic nor- 
mocytic normochromic anemia, which is frequently associated 
with chronic infectious, renal, and liver disease, hypofunction of 
the thyroid, and malignancy, treatment should be aimed at the 
underlying condition, since transfusions will produce only tem- 
porary benefit. Some surgeons give transfusions preoperatively 
to almost all their patients, which is not necessary. Furthermore, 
not all patients require whole blood; many do better if only red 
cells or the plasma is administered. Red cell mass consists of cells 
that have settled by sedimentation and from which the super- 
natant plasma has been removed. Red cell mass is administered 
in the same manner as whole blood. The same precautions of 
cross-matching must be observed as with whole blood. Trans- 
fusions of red cell mass are indicated in anemia not associated 
with hypoproteinemia. particularly in patients with limitation 
of cardiac reserve, with hypertension and nephritis. Red cell 
mass should be distinguished from packed red blood cells and 
washed red cells and also from resuspended red blood cells. 
Such preparations are generally reconstituted with saline or 
glucose solutions to the original volume of whole blood. The 
use of the red cell mass preparations in patients who need only 
the oxygen-carrying capacity of red cells and utilization of the 
plasma in conditions in which only plasma is needed implies 
efficient use of available blood supplies. Plasma is indicated in 
states of shock associated with hemoconcentration, such as in 
extensive burns and extreme dehydration. It is also recommended 
for its nutritional value in impaired protein metabolism, such 
as in severe liver diseases and in the nephrotic or the nephritic- 
nephrotic syndromes. Blood is often wasted because the per- 
son giving the transfusion is not familiar with the equipment. 
Bank blood may run too slowly, because the sedimented red 
blood cells have not been adequately mixed with the super- 
natant plasma. Blood is also wasted in the laboratory because 
of lack of attention to details. The freshest blood is often used 
first, and the older blood becomes outdated. A certain amount 
of waste results in using O Rh negative blood. Obtaining O Rh 
negative donors may prove difficult, and the group specific blood 
that the patient should have received becomes outdated and 
may be wasted. Whenever possible, group specific and Rh spe- 
cific blood should be used. In this manner the distribution of 
blood groups and Rh types in the blood used will tend to parallel 
that in the blood collected. Every bottle of blood should be 
treated with great care. 
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Annales de Médecine, Paris 
53:647-726 (No. 7) 1952. Partial Index 


*Corticotropin and Cortisone in Treatment of Chronic Gout. F. Coste, 
B. Piguet, F. Delbarre and J. Frézal.—p. 647. 

Cephalic Tetanus with Facial Diplegia. V. de Lavergne, L. Pierquin and 
J. Helluy.—p. 674. 

Modifications in Electroencephalogram in Adrenal Insufficiency. R. Cloche, 
E, Azérad and Stuhl.—p. 689. 


Corticotropin and Cortisone in Chronic Gout.—The use of 
cortisone and corticotropin (ACTH) in the treatment of chronic 
gout is based on their capacity for increasing urinary urate 
excretion and decreasing the blood level of uric acid in both 
normal and gouty subjects; their remarkable efficacy in acute 
attacks of gout resistant to colchicum has already been estab- 
lished. Crises in chronic gout that have resisted classic forms 
of treatment may also respond to adrenocortical hormone 
therapy; relapses frequently occur when treatment is suspended, 
but in many cases responsiveness to colchicum is restored. The 
effect of adrenocortical hormone therapy was studied in 12 
patients with chronic gout, some with tophi. Nine received cor- 
ticotropin and five were given cortisone, with two patients re- 
ceiving both corticotropin and cortisone. All but one of the 
patients were on a diet free from nucleoproteins and purines 
of animal origin, without alcoholic beverages, throughout the 
period of treatment. The total dose of corticotropin was from 
1,200 to 1,500 mg. and of cortisone, about 4 gm. Eight treat- 
ments with corticotropin in patients with tophi produced frank 
relief of an attack seven times; disappearance of pain, seven 
times; increased capacity for movement after a period ranging 
from a few hours to a few days, three times (limitation of 
movement was not present in the other cases); and disappear- 
ance of joint swelling, three times. Improvement in one case 
was minimal. Results in five patients treated with cortisone, 
all of whom had tophi, were subsidence of an attack in four 
and partial improvement in one. Two patients had chronic non- 
tophaceous gout; pain, swelling, and limitation of movement 
were relieved by corticotropin in one, and pain alone was re- 
lieved in the other. Relief was also secured with corticotropin 
in one case of recurrent acute gout; a relapse which occurred 
almost at once when treatment was suspended. was relieved by 
its reinstitution. Moderate reduction of tophi was noted in 
some cases, and calculations based on the rate of urate elimi- 
nation indicate that prolonged adrenocortical hormone therapy, 
possibly alternating with other uricosuric agents, would greatly 
benefit patients with tophaceous gout. Caution must be used in 
administering certain drugs, especially corticotropin and corti- 
sone, to patients with gout because their internal organs and 
vascular systems are frequently damaged. Surgical excision of 
accessible tophi can be carried out with greater safety under 
the protection ef corticotropin and colchicum in combination 
and may be used as an adjuvant to medical treatment. 


Australasian Annals of Medicine, Sydney 
1:93-198 (Nov.) 1952 

Pattern of Disease in Childhood. M. Burnet.—p. 93. 

Action of “Regitine’’ in Man with Special Reference to Its Adrenergic 
Blocking Action. A. J. Barnett and R. Fowler.—p. 109. 

Diabetes Mellitus in Association with Lowered Renal Threshold to Glu- 
cose. E. Downie.—p. 120. 

Review of Cases of Polyarteritis Nodosa: With Special Reference to 
Pathology. J. D. Hicks and D. C. Cowling.—p. 125. 

Experience with Intramuscular Administration of Heparin Preparations: 
Comparison Between Aqueous and Retard Heparin. P. Fantl and 
L. Ebbels.—p. 135. 

*Blood Groups of Quadruplets. R. J. Walsh.—p. 140. 

*Duodenal: Intubation in Diagnosis. B. P. Billington.—p. 142. 

Comparative Studies in Vector and Linear Electrocardiography. B. McA. 
Sayers.—p. 154. 

Acute Porphyria: Study of Six Cases. E. G. Saint, E. S. Finckh and 
I. Parsons.—p. 163. 

Rupture of Coronary Vessel: Report of Two Cases. D. A. Cooper. 
—p. 176. 

Haemolytic Anaemia in Acute Glomerulonephritis. W. J. Hensley.—p. 180. 

*Hydatid Disease of Pericardium. J. T. Hueston.—p. 186. 


Blood Groups of Quadruplets.—Studies were made on quad- 
ruplets, two boys and two girls, who were born in August, 
1950. Theoretically, these infants could have arisen in several 
ways; from four separate ova, from three ova with a pair of 
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identical twins, or from two ova, each producing a Pair of 
identical twins. Placental appearances suggested that three Ova 
were concerned. The blood groups of the four infants and 
their parents were studied in an attempt to determine which of 
these possibilities actually occurred. The results establish beyond 
doubt the individuality of each child and indicate that the, 
have developed from distinct ova. This can be seen from the 
sexes and ABO groupings, from the sexes and the MN group. 
ings, or, disregarding sexes, from the ABO and MN group. 
ings. The inheritance of various blood group systems js wey 
illustrated in this family, and the hereditary transmission of 
three of these systems is illustrated in a diagram. 












Duodenal Intubation in Diagnosis.—Billington shows that duo. 
denal aspiration can provide much information in relation tg 
biliary and pancreatic disorders that cannot otherwise be r. 
vealed except by laparotomy and in the case of certain types 
of biliary dyskinesia not even then. Duodenal intubation js a 
easy procedure in fasting patients under hospital conditions, 
No satisfactory screening test for chronic pancreatic disease has 
yet been elaborated. In selected cases, however, the combina. 
tion of duodenal aspiration with the secretin test will reveaj 
whether the pancreas is involved in abdominal pain of obscure 
origin or wasting syndromes with steatorrhea. The use of secre. 
tin with duodenal aspiration may serve as a test for biliary 
function. It can be used with success in the diagnosis of chronic 
gallbladder disease when Graham’s test is unlikely to give 
satisfactory results, namely in the presence of jaundice, with 
advanced cirrhosis of the liver, iodine sensitivity, or malab- 
sorption of the dye in the small bowel. Duodenal intubation 
can often localize the lesion in obstructive jaundice. In cases of 
recurrent pain after cholecystectomy, duodenal intubation and 
the secretin test show that chronic pancreatitis is an uncom. 
mon cause; the secretin test can assist in revealing residual 
stones in the common bile duct with partial obstruction. Duo- 
denal intubation with the use of secretin followed by morphine 
can show that a “postcholecystectomy syndrome” is in some 
cases due to biliary dyskinesia, with sensitivity of the sphincter 
of Oddi to morphine, which cannot be otherwise demonstrated 
except by laparotomy and bile duct manometry. Duodenal 
aspiration can, without elaborate precautions for sterility, be 
of considerable use in the isolation of organisms responsible 
for biliary infections; in these days of antibiotic resistance, it 
may be necessary to test such organisms for their in vitro 
sensitivity to permit the rapid control of cholangiohepatitis 
prior to remedial surgery within the biliary system. 


































Hydatid Disease of Pericardium.—While the heart and peri- 
cardium are less commonly affected than some other viscera, 
hydatid disease of this region presents many unique problems. 
A case is reported of hydatid disease of the pericardium that 
followed rupture of a primary myocardial cyst and that later 
ruptured back into the pulmonary artery, producing multiple 
pulmonary hydatid cysts. Death was due to hemorrhage from 
the intrabronchial rupture of one of the pulmonary cysts. 












Beitrage zur klinischen Chirurgie, Munich 
185:257-384 (No. 3) 1952. Partial Index 


Problem of Perforated Ulcer and Perforation Risk. L. Diethelm and 
P. Alnor.—p. 257. 

*Splenopathic Toxicosis as Clinical Entity. M. Tomoda.—p. 270. 

*Undesirable Effects of Sympathetic Nerve Block: Incidence in Series of 
Nearly 78,000 Cases. J. Volkmann.—p. 288. 

Plastic Surgery of Bile Ducts. F. L. Duschi and J. A. Lammle.—p. 302. 

Postoperative Circulatory Complications. H. Eiermann.—p, 321. 


Splenopathic Toxicosis——According to Tomoda, splenopathi¢ 
toxicosis is an entity that resembles Banti’s disease clinically 
but is distinguishable from it by animal inoculation tests. 
Both diseases are characterized by splenomegaly, anemia, lev 
kopenia, thrombopenia and impairment of the liver, but only 
in the splenopathic toxicosis does the patient’s blood serum, 
ascitic fluid, or cerebrospinal fluid produce pronounced anemia 
in rabbits three to five hours after subcutaneous injection. This 
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diagnostic sign was present in 32 of 40 patients reported on by 
the author. Splenic extracts or perfusion fluid from the excised 
spleen of patients with this disease also produce anemia in rab- 
bits, dogs, and cats. The anemia-producing factor apparently 
is present in the spleen and is excreted in the urine. It is thermo- 
stabile and water soluble. Splenic extracts from patients also 
produce in animals leukopenia, thrombopenia, degenerative 
changes in the liver, disturbances of the Takata and galactose 
tolerance tests, and splenic hyperemia with proliferation of the 
periarterial fibrous elements. In patients with this disease the 
liver shows chronic toxic degenerative changes first and cirr- 
hosis later. The cirrhosis is characterized by the presence of 
small pseudoacini around the margins of large pseudoacini, all 
separated by thin connective tissue septums. Annular cirrhosis 
of the Laennec type, observed most frequently in Banti’s dis- 
ease, was not demonstrated in patients with splenopathic toxi- 
cosis. The disease can be cured, at least in its early stages, by 


splenectomy. 


Undesirable Effects of Sympathetic Nerve Block.—Volkmann 
reviewed 77,791 cases in which sympathetic nerve block was 
used for the treatment of chronic painful conditions. Data 
were obtained from the world literature, from a questionnaire 
sent to specialists, hospitals and clinics in Germany, Austria 
and Switzerland, and from the author’s own clinical material. 
Blocking of the cervical portion of the sympathetic nervous 
system was performed in 3,397 cases, of the stellate ganglion 
in 38,878, and of the lumbar portion of the sympathetic system 
in 21,434, while 14,082 cases in which details had not been 
given were excluded from evaluation. Complications such as 
injury to the central nervous system, particularly the dura 
mater, the pleura, the lungs, and the blood vessels, and other 
complications such as abscesses, osteomyelitis or psychoses 
were observed in 1,240 of the 63,709 evaluated cases. Thus 
there is an incidence of one complication in 51 injections. 
Besides these 1,240 complications, 878 of which were mild, 
249 moderate and 113 severe, there were 56 deaths, a mor- 
tality of one in 1,137 injections. One death occurred among 
339 injections into the cervical portion of the sympathetic 
system, one among 996 injections into the stellate ganglion 
and one in 3,490 injections into the lumbar portion of the 
sympathetic system. These data suggest that a minimum num- 
ber of injections should be made into the cervical portion of 
the sympathetic system. Indications should be determined care- 
fully, with particular consideration of the circulatory system. 
Right lateral block of the stellate ganglion should be done 
first, because the left lateral block may affect the heart more 
easily. Disturbances of the rhythm and tachycardia have been 
reported. Sympathetic block should not be performed as a 
“therapeutic trial.” Blocking should not be done on ambulatory 
patients in the absence of rich clinical experience and adequate 
medical facilities, including facilitfes for prolonged artificial 
respiration. Hospitalization is necessary for cervical sympathetic 
block. Herget’s anterior approach should be used for stellate 
block, preferably with the patient in the sitting position, and 
with the head inclined backward according to Reischauer, to 
prevent pneumothorax; extension of the cervical vertebral 
column, however, must not be exaggerated to prevent too much 
opening up of the intervertebral spaces and foramens. The 
anesthetic agent used for the blocking should not be stronger 
than a 0.5 to 1% solution of procaine hydrochloride, without 
the addition of epinephrine. A solution of polyvinylpyrroli- 
done (“periston”) may occasionally be added to prolong the 
effect. Addition of penicillin (1,000 units per 1 cc. of pro- 
caine hydrochloride) may prevent infection, because of its 
antagonistic effect on the para-aminobenzoic acid of the pro- 
caine hydrochloride. Lumbar or cervical puncture and wash- 
ing out of the cerbrospinal fluid should be done if passage 
of the anesthetic agent into the dural sac is suspected. Block- 
ing should be performed only by one or two experienced mem- 
bers of the hospital staff. If these precautions are observed, 
blocking of sympathetic nerves will remain a valuable method 
of treatment. 
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British Medical Journal, London 


2:1165-1218 (Nov. 29) 1952 


The Puzzle for Therapy in Fluoroacetate Poisoning. R. A. Peters. 
—p. 1165. 

Subconvulsive Electrical Stimulation in Treatment of Chronic Neurosis. 
A. S. Paterson and A. Conachy.—p. 1170. 

Acute Porphyria: Experimental Treatment with A.€.T.H. A. Goldberg, 
A. C. Macdonald and C. Rimington.—p. 1174. 

Ocsophageal Speech. G. H. Bateman, A. C. Dornhorst and G. L. 
Leathart.—p. 1177. 

Overfeeding in Early Infancy. I. G. Wickes.—p. 1178. 

Self-Demand Feeding in Maternity Unit. J. D. Hay, P. D. Moss and 
M. M. P. Ryan.—p. 1180. 

Acute Labyrinthitis. W. L. Burrowes.—p. 1182. 

Case of Phlegmasia Cerulea Dolens. D. P. B. Turner.—p. 1183. 


2:1219-1270 (Dec. 6) 1952 


Progress in Control of Cholera in India by Inoculation of Pilgrims. 
L. Rogers.—p. 1219. 

Chemotherapy of Leprosy. R. G. Cochrane.—p. 1220. 

Aetiology and Investigation of Vaginal Discharge. I. Donald.—p. 1223. 

Emphysema. A. G. W. Whitfield.—p. 1227. 

Incidence and Nature of Puerperal Psychiatric Iliness. R. E. Hemphill. 
—p. 1232. 

*Lipodystrophy. I. Murray.—p. 1236. 

Measurement of Tissue Components Radiologically. F. Falkner and 
S. Wisdom.—p. 1240. 

Therapeutic Response of Secondary Anaemias to Organic and Inorganic 
Iron Salts. D. Haler.—p. 1241. 


Lipodystrophy.—The occurrence of lipodystrophy in three 
women, aged 52, 37 and 18, respectively, is reported. The two 
younger women presented the classical features of the disorder, 
while the 52-year-old woman’s condition was of the type de- 
scribed by Laignel-Lavastine and Viard, in which the loss of fat 
from the upper part of the body is slight but obesity below the 
waist is pronounced. While the essential characteristic of lipo- 
dystrophy is fat atrophy, obesity of the lower part of the body 
is commonly found in association with it, particularly in women 
of middle age. Obesity affecting only the lower parts of the body 
appears to be a not uncommon feminine tendency, with failure 
to increase fat deposits on the upper body. This may be a dis- 
order akin to lipodystrophy, in which there is a loss of fat from 
the upper half of the body. The Laignel-Lavastine and Viard type 
of lipodystrophy may be considered as a state intermediate be- 
tween these two. A review of 74 additional cases of lipodystrophy 
collected from the literature shows that in a large number of 
these cases there was a history of emotional disturbance. It seems 
probable that it is on this basis that thyroid dysfunction, evidence 
of which was observed in 16 of the 77 cases (21%), is so apt to 
occur. In the author’s two patients who showed pronounced fat 
atrophy there was glycosuria, hepatomegaly, and insulin re- 
sistance, but only in very few recorded cases of lipodystrophy 
have similar findings been observed. Since the essential feature 
of lipodystrophy is disturbance of fat storage, it would be 
expected that if this was a cause of diabetes the latter disorder 
would be more commonly found in association with it. Attention 
is drawn to the liver enlargement in these cases and in others 
previously reported, and it is suggested that disturbance of liver 
function in association with abnormality of fat storage is an 
important factor in the production of glycosuria. 


2:1271-1320 (Dec. 13) 1952 


Study of Aetiology of Carcinoma of Lung. R. Doll and A. B. Hill. 
—p. 1271. 

Psychiatric Disorders in Later Life. R. S. Allison.—p. 1286. 

*Testosterone Therapy for Pruritus of Obstructive Jaundice. H. G. L. 
Lloyd-Thomas and S. Sherlock.—p. 1289. 

Tetanus Successfully Treated with Gallamine Triethiodide. E. Smith and 
N. A. Thorne.—p. 1291. 

Prolonged Wound Analgesia After Surgical Operations: Clinical Trial of 
Efocaine. H. L. M. Roualle.—p. 1293. 

Collagen/Chondroitin Sulphate Ratio of Human Articular Cartilage Re- 
lated to Function. B. F. Matthews.—p. 1295. 


Testosterone in Pruritus of Obstructive Jaundice.—Pruritus is 
a distressing symptom in obstructive jaundice and has been 
largely refractory to treatment. After methyl testosterone had 
been found to relieve pruritus in two patients with cirrhosis 
and intrahepatic obstruction to bile flow, the authors used this 
drug to treat chronic pruritus (of more than six weeks’ dura- 
tion) in seven patients with obstructive jaundice. Three of these 
patients had primary biliary cirrhosis, two had inoperable car- 
cinoma of the main hepatic ducts, one had a gallstone im- 
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pacted in the common bile duct, and one had a traumatic stric- 
ture of the common bile duct. Methyl testosterone (25 mg. 
daily sublingually) relieved pruritus within seven days in all 
these patients. Testosterone propionate by subcutaneous im- 
plant was not so effective, perhaps owing to inadequate ab- 
sorption. Other effects of prolonged testosterone therapy were 
an increase in the depth of jaundice, a fall in the serum cho- 
lesterol level, and masculinization in three of the six female 
patients. The increase in the intensity of jaundice should not 
be a contraindication to giving testosterone for its antipruritic 
action. The masculinization in female patients is an unfortunate 
complication, but most patients are willing to suffer this disa- 
bility if the intolerable itching can be alleviated. 


Bull. World Health Organ., Geneva 


6:381-494 (No. 4) 1952 


Plague Studies: Hosts of the Infection. R. Pollitzer—p. 381. 

Inhibitors of Influenza Virus Haemagglutination in Normal Animal Sera. 
A. A. C. Sampaio.—p. 467. 

Antigenic Analysis of Influenza Viruses by Haemagglutination-Inhibition 
Technique: Results of Use of Different Animal Sera. A. A. C. Sampaio. 
—p. 473. 

*Antigenic Analysis of Influenza B Strains Isolated in 1952. W. A. Hennes- 
sen.—p. 481. 


Antigenic Analysis of Influenza B Strains.—Influenza A viruses 
appear to deviate in their antigenic composition in each new 
epidemic from those of the previous one. With few exceptions, 
however, all B strains recovered since 1943 show a close re- 
lationship to one another. So far most facts concerning influ- 
enza B strains have been established by investigations on B 
viruses isolated in different years from widely scattered places. 
This investigation is concerned with the antigenic pattern of 
a number of influenza B strain viruses isolated during the 
first four months of 1952 from outbreaks on four continents. 
All 34 strains were found to be similar to the Crawley virus, 
while there was a sharp distinction from the Lee type. The 
results support the suggestion of the endemic nature of an 
influenza B virus, whose antigenic make-up has apparently re- 
mained fairly stable for the last 10 years. 


Deutsche medizinische Wochenschrift, Stuttgart 
77:1559-1590 (Dec. 12) 1952. Partial Index 


*Carcinoma as “Systemic Disease” of Female Genitalia: Additional Con- 
tribution to Problem of Multiple Primary Foci of Growth in Tumors. 
H. Huber.—p. 1559. 

Incidence and Prognostic Significance of Posthepatitic Complaints and 
Disturbances of Liver Function. H. A. Kiihn and A. Hitzelberger. 
—p. 1562. 

*Relation of Hypertension and the Kidney. O. H. Arnold and E. Messmer. 
—p. 1565. 

Prognostic Interpretation of Accelerated Growth of Myoma in Pregnancy. 
H. Heberer.—p. 1572. 


Multiple Carcinoma of Female Genitalia.—Of 4,078 women 
with carcinoma of the genitalia observed between 1922 and 
1950 at the women’s clinic of the university in Kiel, Germany, 
199 (4.8%) had multiple primary carcinomatous foci. In 63 
of the 199 women the genital carcinoma was associated with 
an extragenital carcinoma, while the remaining 136 had intra- 
genital multiple primary foci of growth. The extragenital car- 
cinoma occurred before the genital carcinoma in 24 of the 63 
women, at the same time as the genital carcinoma in 11, and 
after the genital carcinoma in 28. Of the 24 “preceding” extra- 
genital carcinomas, 15 were mammary carcinomas. Of the 
4,078 genital carcinomas, a second or a third primary focus 
of growth within the genitalia was observed in 46 (10.5%) of 
the 437 cases of carcinoma of the body of the uterus, in 122 
(32%) of the 379 cases of carcinoma of the ovaries, in 10 
(40%) of the 25 cases of carcinoma of the fallopian tubes, 
but in only 8 (0.3%) of the 2,957 cases of carcinoma of the 
cervix, in 2 (1.2%) of the 168 cases of carcinoma of the vagina, 
and in 2 (1.8%) of the 112 cases of carcinoma of the vulva. 
In 41 of the 46 cases of carcinoma of the body of the uterus, 
the multiple primary foci of growth were observed in one or 
both of the ovaries. Of the 136 women with intragenital mul- 
tiple primary foci of growth, 107 were followed for five years. 
Of those followed, 42 (39.2%) are considered cured; 36 of the 
42 had two genital carcinomas and 6 had three. As a result 
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of these observations the authors state that in carcinoma of 
the female genitalia multiplicity of primary foci of growth may 
take one of two forms: (1) the infrequent and purely accidentaj 
occurrence of several carcinomas, one of them usually extra. 
genital, either simultaneously or at intervals; or (2) the more 
frequent occurrence of multiple intragenital primary foci with 
commoner involvement of certain segments of the genitalia 
such as the occurrence of tumors in paired genital organs, 
The frequency of multiple intragenital carcinomas exceeds the 
theoretical expectancy, suggesting that it is not accidental ang 
that a single cause simultaneously exerts its effect on various 
organs, eliciting the formation of multiple tumors. This leads 
to the recognition and differentiation of carcinoma as a sys. 
temic disease of the female genitalia originating from Miiller’s 
and Gartner’s ducts. Among the extragenital carcinomas occur. 
ring in combination with genital carcinomas, carcinoma of the 
breast seems to show a functional relationship with the sys. 
temic carcinomas of the female genitalia. The rare combined 
occurrence of a systemic carcinoma of the genitalia and a car. 
cinoma due to local irritation (of the vulva, vagina, or uterine 
cervix) apparently depends on antagonism between systemic 
factors favoring tumor-growth and external cancerogenic fac- 
tors respectively. 


Relationship of Hypertension and Renal Disease.—The rela- 
tionship between renal disease and arterial hypertension was 
studied with the aid of the thiosulfate clearance test and the 
para-aminohippuric acid clearance test in patients with chronic 
renal disease and reduced perfusion of kidneys by blood with- 
out arterial hypertension, in patients with acute disease of the 
arterial system (postinfectious hypertension and acute glomerv- 
lonephritis), and in patients with acute diffuse glomeruloneph- 
ritis. In accordance with the data reported in the literature, 
the authors considered 100 cc. per minute the lowest normal 
thiosulfate clearance rate and 500 cc. per minute the lowest 
normal para-aminohippuric acid clearance rate. As result of 
their findings the authors state that in patients with chronic 
disease of the arterial system, so-called essential hypertension 
in its initial stage may not be associated with a reduced total 
perfusion of the kidneys by blood, as measured by the para- 
aminohippuric acid clearance. A rise of blood pressure as well 
as involvement of the arterial vascular system may be missing 
to a large extent in certain types of chronic nephritis, even 
without so-called nephrotic symptoms, despite considerably re- 
duced perfusion of the kidneys by blood. In patients with the 
acute arterial syndrome, postinfectious hypertension may occur 
without associated disease of the kidneys. The conclusion there- 
fore is not justified that postinfectious hypertension is always 
a manifestation of glomerulonephritis without urinary symp- 
toms. The hypertension associated with acute diffuse glomerulo- 
nephritis need not be related to the degree of the renal disease. 
There is much evidence, however, that there is a close patho- 
genic relationship between postinfectious hypertension and hy- 
pertension associated with acute nephritis. An acute disease of 
the arterial system manifested as “nephritis” may continue as 
chronic hypertension of the so-called essential type after the 
patient’s complete recovery from the nephritis. The classifica- 
tion of the various types of arterial hypertension into renal 
and genuine forms has become questionable from the etiologi- 
cal as well as from the pathogenic point of view. 


Journal of Clinical Pathology, London 
5:305-380 (Nov.) 1952. Partial Index 


Micro Estimation of Serum Iron and Iron-Binding Capacity in Normals 
and in Disease. G. Davies, B. Levin and V. G. Oberholzer.—p. 312. 

True Uric Acid Values. J. M. Johnstone.—p. 317. 

Carbohydrates in Normal and Abnormal Cerebrospinal Fluid. M. D 
Eastham and K. R. Keay.—p. 319. 

Ox-Cell Haemolysins in Human Serum, G. B. Leyton.—p. 324. 

Extensive Myeloid Response During Folic Acid Therapy in Megaloblastic 
Anaemia of Pregnancy. G. M. Ritchie.—p. 329. 

Studies on Normal Serum Panagglutinin Active Against Trypsinated 
Human Erythrocytes. Part I: The Mechanism of Agglutination Reversal. 
T. H. Spaet and B. W. Ostrom.—p. 332. 

Case of Schénlein-Henoch Syndrome with Myocardial Necrosis. M. A. 
Lecutier.—p. 336. 

Histogenesis of Four Cases of Angiomyxoma of Auricle. C. Raeburn. 
—p. 339. 

Standardization of Dye Test for Toxoplasmosis. J. K. A. Beverley and 
C. P. Beattie. —p. 350. 
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Journal Neurol., Neurosurg. and Psychiatry, London 


15:219-288 (Nov.) 1952 


Flectromyogram in Myopathy: Analysis with Audio-Frequency Spec- 
trometer. J. N. Walton.—p. 219. 

Thoracic Intervertebral Disc Prolapse with Spinal Cord Compression. 
v, Logue.—p. 227. 

Studies of Ischaemic and Post-Ischaemic Paraesthesiae in Normal Sub- 
jects and in Sciatica. J. Marshall.—p. 242. 

Three Cases of Achondroplasia with Neurological Complications. J. D. 
Spillane.—p. 246. 

antines Variant of Gargoylism. C. G. Millman and J. W. Whittick. 
—p. 253. 

Electroencephalographic Studies in Cerebral Angioma. D. P. Rosenberg. 
—p. 260. 

Disorders of Perception and Performance in Case of Right-Sided Cerebral 
Thrombosis. R. W. Gilliatt and R. T. C. Pratt.—p. 264. 

some Mechanisms of Tactile Localization Revealed by Study of Leuco- 
tomized Patients. A. Elithorn, M. F, Piercy and M. A. Crosskey. 
=p. 272. 




















Lancet, London 


2:1091-1140 (Dec. 6) 1952 
*Oesophageal Contraction and Cardiac Pain. W. Evans.—p. 1091. 
A Teaspoonful of Baking-Soda. A. J. Glazebrook and F. Wrigley. 
—p. 1097. 
Progressive Oral Gangrene Probably Due to Lack of Catalase in Blood 
(Acatalasaemia): Report of Nine Cases. S. Takahara.—p. 1101. 
*Congenital Vaccinia and Vaccinia Gravidarum. P. MacArthur.—p. 1104. 
Terramycin in Treatment of Infective Diarrhoea in Infants. I. J. Carré, 
K. B. Rogers, S. M. Saddington and W. C. Smallwood.—p. 1106. 
Antidiuretic Substance in Human Serum. R. W. Hawker.—p. 1108. 
Polycythaemia in Association with Hydrocephalus. D. A. Primrose. 
—p. 1111. 
Gluten-Free Diet in Idiopathic Steatorrhoea: Report of Case. C. Mclver. 


—p. 1112. 
Esophageal Contraction and Cardiac Pain.—Pain resembling 
angina pectoris in a patient with normal function as indicated 
by an electrocardiogram is sometimes difficult to explain. Evans 
believes that it may be due in some cases to what he calls 
esophageal arrhythmia. This is a disturbance of the normal 
progression of esophageal peristalsis that can be seen by fluoros- 
copy following ingestion of a barium meal. There is a tempo- 
rary arrest of the barium at the diaphragmatic opening, with 
intermittent reverse peristalsis. This condition is not to be con- 
fused with cardiospasm or achlasia nor with the effects of car- 
cinomatous obstruction of the esophagus. For the past 15 years 
Evans has been looking for this sign in patients with and with- 
out chest pain. He found it in 40% of 332 patients with pain 
resembling angina pectoris who had normal electrocardiograms 
even after exercise, whereas it was rare in 700 healthy subjects, 
200 patients with painless heart disease, and 500 patients with 
cardiac infarction. The 332 patients with chest pain and normal 
function as indicated by electrocardiograms had normal blood 
pressure, normal heart size, no cardiac arrhythmia and no evi- 
dence of valvular disease. Of this group, 114 had pain brought 
on by exertion and promptly relieved by rest, while the remain- 
ing 218 had pain that occasionally appeared while they were at 
rest and persisted for an hour or more, suggesting cardiac in- 
farction. Often the pain wakened the patient at night, and mor- 
phine was required for relief. The pain produced by physical 
exercise was relieved by the chewing of tablets of glyceryl trini- 
trate (nitroglycerin) as readily as pain of true cardiac origin, 
but it was not prevented by this measure. Pain appearing while 
the patient was at rest did not respond to glyceryl trinitrate. 
It was difficult to tell whether glyceryl trinitrate relieved the 
pain by its action on the coronary circulation or on the esophagus. 
Sedation and assurance that the condition was not dangerous 
produced the most consistent benefit. During an observation 
period of many years, the mortality rate in this group of 332 
patients was 4.4% as compared with a mortality rate of 19% 
in 1,000 patients with true cardiac pain. In 13 of the 14 patients 
in the first group who died, death was due to causes outside the 
heart. Among the 190 patients with true cardiac pain who died, 
death was due to cardiac infarction in 184, renal failure in 3, 
carcinomatosis in 2, and rupture of the abdominal aorta in 1. 


















































Congenital Vaccinia.—In 1950 there was an outbreak of small- 
Pox in Western Scotland, and many persons came for vaccina- 
tion. Among them was a young woman about three months 
Pregnant who had never before been vaccinated. A severe 
Primary reaction developed, and three months later the woman 
Was spontangously delivered of a feeble hydropic premature in- 
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fant with severe generalized vaccinia. The child died 18 hours 
after birth, and necropsy was performed. The detailed clinical 
and pathological features on which the diagnosis of fetal vaccinia 
was established, including nuclear inclusion bodies similar to 
those described in vaccinia, were recorded elsewhere. The recog- 
nition of this case prompted further investigations to determine 
the frequency with which vaccination during pregnancy has a 
harmful effect on the fetus. Analysis of 203 pregnancies in which 
the mother was vaccinated immediately before or during preg- 
nancy showed a highly significant increase in mortality among 
the fetuses of women vaccinated during the first trimester of 
pregnancy. The conclusions reached from this study are as fol- 
lows: 1. Vaccination of a pregnant woman may, though very 
rarely and perhaps only in special circumstances, lead to fatal 
generalized vaccinia of the fetus. 2. Vaccination of a pregnant 
woman during the first trimester of pregnancy, and especially 
during the second and third months of pregnancy, significantly 
increases fetal mortality. If these findings are confirmed by 
others, vaccination should never be done during the first tri- 
mester of pregnancy as part of routine public protection, and 
it should be done at this stage of pregnancy only in women who 
have been in contact with smallpox. Damage to the fetus is 
done, however, only during the first trimester of pregnancy, and 
there is virtually no risk from vaccination during the later 
months. 
2:1141-1188 (Dec. 13) 1952 

Uterine Influences Upon Intrarenal Blood Distribution. K. J. Franklin. 
—p. 1141. 

Antroduodenectomy and X-Ray Irradiation in Treatment of Duodenal 
Ulcer. G. Brown, R. K. Scott, W. P. Holman and others.—p. 1145. 
Minor Degrees of Partial Thoracic Stomach in Childhood: Review of 112 

Cases. I. J. Carre, R. Astley and J. M. Smellie.—p. 1150. 

Diazotisation of Bilirubin After Cholelithiasis Without Visible Jaundice. 
L. Schalm.—p. 1153. 

Clinical Assessment of Drugs Which Inhibit Gastric Secretion: with 
Special Reference to Hexamethonium. E. N. Rowlands, H. H. Wolff 
and M. Atkinson.—p. 1154. 

Insert Hearing-Aid in Discharging Ear. L. Fisch.—p. 1158. 

*Sarcoidosis Treated with Cortisone: Report of Case. A. Dolphin and 
K. W. G. Heathfield—p. 1160. 


Sarcoidosis Treated with Cortisone.—Boeck’s sarcoid is in- 
creasingly recognized as a cause of symptoms in any of the 
body systems. The case reported here concerned a woman, 
aged 45, who first presented herself in an outpatient department 
with bilateral parotid swellings and facial paralysis. Cerebro- 
spinal fluid examination early in the illness showed lymphocytic 
pleocytosis, which was followed by severe nerve deafness and 
a confusional state. Secondary glaucoma and blindness de- 
veloped. The diagnosis of sarcoidosis was confirmed by aspira- 
tion liver biopsy. Cortisone was given locally and systemically, 
with improvement of the general condition and clearing of the 
ocular exudate. There was, however, no recovery of vision, 
and chronic glaucoma is present. This case and other reports 
indicate that cortisone is valuable in the treatment of sarcoid- 
osis. The ocular condition in the case described improved dra- 
matically, but unfortunately it was too late to save vision. 
Duke-Elder’s experience suggests that cortisone may be of 
great value in saving vision if used early enough. 


Medical Journal of Australia, Sydney 
2:681-716 (Nov. 15) 1952. Partial Index 


Comments on Medical Education. H. Ward.—p. 681. 

Opportunities for Research in Australian Medical Schools. F, M. Burnet, 
F. J. Fenner and I. J. Wood.—p. 684. 

General Medical Practice and the Young Graduate. M. S. Alexander. 
—p. 686. 

Post-Graduate Medical Education in Australia. V. M. Coppleson.—p. 703. 


Minerva Pediatrica, Turin 
4:813-852 (Oct. 15) 1952. Partial Index 


Disease Resembling Schilder’s Disease: One Case. A. Brusa.—p. 813. 

Behavior of Basal Blood Glucose Level and of Glucose Tolerance Curve 
After Administration of Corticotropin. B. Carletti and G. Scalamogna. 
—p. 823. 

*Chloramphenicol in Treatment of Whooping Cough. M. L. Amadasi. 


—p. 824 
Chloramphenicol in Whooping Cough, — Synthetic chloram- 
phenicol (chloromycetin®) in a 10% solution of propylene 
glycol was given by aerosol inhalation to 25 children between 
the ages of 8 months and 12 years with whooping cough. Some 
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of the children were hospitalized, and some were treated on 
an ambulatory basis. Doses were 250 mg. every six hours for 
children older than 1 year and 125 mg. every six hours for the 
others. Although the bitter taste of the drug in aerosol was 
unpleasant to the younger children, in no case was it neces- 
sary to interrupt the regular cycle of administration. The treat- 
ment never lasted less than six days, and the good effects of 
the drug began to be apparent generally on the third or fourth 
day of treatment. In all the patients the number and intensity 
of the attacks of coughing and vomiting were decreased, appe- 
tite increased, and general condition improved. The clinical 
improvement was confirmed by a decrease in the number of 
leukocytes and lymphocytes, as compared to blood counts taken 
before administration of the antibiotic. There were no relapses 
or side-effects attributable to the drug. 


Miinchener medizinische Wochenschrift, Munich 
94:1449-1496 (July 18) 1952. Partial Index 


*Cytochemical Observations on Leukocytes and Their Significance for the 
Prognosis of Leukemic Disorders. A. Oberdorfer.—p. 1449. 

Induction of Modern Anesthesia Without Intubation. A. Reinike.—p. 1455. 

Treatment of Habitual Vomiting with Carob Flour. H. Fasold.—p. 1465. 

New Therapeutic Methods for Leukemia in Childhood. H. Burgstedt. 
—p. 1468. 

Treatment of Psoriasis and Other Dermatoses with Rutin and Calcium. 
H. Brembach.—p. 1475. 


94:1497-1544 (July 25) 1952. Partial Index 


Reactions During Plasma Infusions and Their Prevention on the Basis of 
Experiences with 2,200 Plasma Transfusions. W. Heinen, H. Heinen, 
H. Loosen and J. Schmitz.—p. 1497. 

Intravenous Administration of Protein During Renal Insufficiency. F. Fran- 
zen and W. Disse.—p. 1503. 

*Cytochemical Observations on Leukocytes and Their Significance for the 
Prognosis of Leukemic Disorders. A. Oberdorfer.—p. 1513. 
Treatment of Epidermophytosis. H. Gétz.—p. 1523. 


Cytochemical Study of Leukocytes in Leukemic Diseases.— 
Early studies on leukemia gave attention chiefly to quantita- 
tive changes in the leukocytes. Later, qualitative changes were 
emphasized when examination of stained specimens made pos- 
sible the differentiation of various forms of leukocytes accord- 
ing to morphological criteria. More recently the cytomorpho- 
logic approach has been found inadequate in qualitative hema- 
tological studies, but thanks to great progress in biochemistry, 
particularly to the introduction of enzymatic methods, it has 
become possible to study the chemical composition of various 
cell forms and of individual cell constituents. In this report 
Oberdorfer describes the behavior of nucleoproteins in leukemic 
cells as determined by testing the digestibility or nondigesti- 
bility of cell structures by enzymes of the ribonuclease and 
desoxyribonuclease complexes. Laves had used this procedure 
to demonstrate the cytochemical individuality of the neutro- 
philic granulocytes within the group of leukocytes: whereas 
the nuclei of all other leukocytes can be hydrolyzed by desoxy- 
ribonuclease, the nuclei of the neutrophilic granulocytes are 
hydrolyzed only by ribonuclease. The author’s cytochemical 
studies on patients with chronic myeloid leukemia revealed that 
uniform hydrolyzability of nuclear chromatins of all neutro- 
philic granulocytes without deviations from the degree of di- 
gestibility of normal blood is a favorable prognostic sign. An 
unfavorable prognosis is indicated by (1) reduced and retarded 
digestibility of the leukemic neutrophilic granulocytes, particu- 
larly if pronounced and persistent; (2) considerable differences 
in hydrolyzability of cells of the same degree of maturity; (3) 
differences in hydrolyzability of nuclear segments within the 
same cell; and (4) the appearance of nuclei with atypical seg- 
mentation that are digestible neither by ribonuclease nor by 
desoxyribonuclease. The second installment of this report is 
concerned with cytochemical studies in acute leukemia. In this 
condition a favorable prognosis is indicated by (1) the presence 
of presumably normal myeloblasts that are relatively resistant 
to desoxyribonuclease but are hydrolyzable by ribonuclease; 
and (2)-normal hydrolyzability of the neutrophilic granulocytes 
by ribonuclease. However, an unfavorable prognosis of acute 
leukemia is indicated by (1) predominance of paraleukoblastic 
nuclei not hydrolyzable by ribonuclease, which are decomposed 
by desoxyribonuclease only up to a varying residual nuclear 
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structure; (2) reduced, retarded, or irregular hydrolysis of ney, 
trophilic granulocytes by ribonuclease; and (3) appearance of 
cell nuclei of atypical configuration that are hydrolyzable 
neither by ribonuclease nor by desoxyribonuclease. : 


Presse Médicale, Paris 
60:1527-1546 (Nov. 12) 1952 


Variations in Capillary Resistance in Relation to Age. L. Binet, F, Bo 
liére and D. Coullaud.—p. 1527. = 
Nonalcoholic Cirrhosis in North African Moslems. J. Lebon, M. Fabre. 
goule and R. Eisenbeth.—p. 1528. j 
*Treatment of Pulmonary Embolism With Ganglion-Blocking Agents, Jp 
Crosetti, C. A. Muller and J. Pettavel.—p. 1529. 4 
Lymphangiectasis in Bancroft’s Filariasis. L. Dejou.—p. 1530. 


Ganglion-Blocking Agents in Pulmonary Embolism.—ni;,. 
venous injections of 100 mg. of “pendiomid” (N,N,N’.N’.:. 
pentamethyl-N,N’-diethyl-3-aza-pentane-1,5-diammonium dibro. 
mide) at a rate of 20 mg. per minute were given to six mep 
and four women between the ages of 28 and 72 with py. 
monary embolism. No other medication was given. Resuls 
obtained with this ganglion-blocking agent by Swiss worker 
suggested that the mechanism of the action of this drug cop. 
sists of direct interruption of the nerve impulse at the gang. 
onic synapses of the sympathetic and parasympathetic nerve, 
The authors’ rationale for use of “pendiomid” in treatmen 
of pulmonary embolism is presented as foliows: The vasocon. 
strictor reflex elicited by the embolized artery passes through 
the ganglionic synapses of the autonomic nervous system. By 
blocking these synapses with “pendiomid,” shock may be pre. 
vented with its associated subjective phenomenons, such 4; 
severe, stab-like pain, anguish and dyspnea, and use of anal. 
gesics, oxygen, and cardiac tonics may become unnecessary, 
The results obtained in the authors’ 10 patients confirmed this 
concept. Within 15 minutes after the injection of “pendiomid,” 
pain subsided completely in three, and partially in five patients. 
In seven patients relief of anguish resulted in normal respira. 
tion. The average thoracic expansion of the patients increased 
from 0.4 cm. to 2.1 cm. Within 30 minutes after the injection 
nine patients were free from pain; respiration had been re. 
stored to normal and the average thoracic expansion had 
reached 3.5 cm. Within one hour after the injection respiration 
was normal in all the patients and their average thoracic ex. 
pansion was 4 cm. The blood pressure did not decrease more 
than 31% of the initial values except in one patient in whom 
the drug had been injected too rapidly. Variations of pulse 
were negligible. As a result of their experience with these 
patients, the authors consider “pendiomid” the drug of choice 
for the treatment of the initial phase of pulmonary embolism. 


Proceedings of Royal Society of Medicine, London 


45:741-810 (Nov.) 1952 


*Caudal Analgesia—Clinical Applications in Vasospastic Diseases of the 
Legs and in Diabetic Neuropathy. A. H. Galley.—p. 748. 

Hearing by Bone Conduction and Use of Bone-Conduction Hearing Aids. 
T. S. Littler, J. J. Knight and P. H. Strange.—p 783. 

Masking in Pure-Tone Audiometry. P. Denes and R. F. Naunton.—p. 7%. 

Comparative Anatomy of the Labyrinth: Example of the Evolution of 
Special Sense Organ. O. Gray.—p. 794. 

Endocrine Treatment of Dysmenorrhea. P. M. F. Bishop and E. Orii. 
—p. 803. 

Steroid Metabolism and Clinical Endocrinology. I. F. Sommerville. 
—p. 807, 


Caudal Analgesia in Vasospastic Diseases and Diabetic 
Neuropathy.—When a local analgesic solution is injected into 
the sacral canal, it forces its way upwards to a varying distance 
between the theca and the bony spinal canal into an annukt 
space known as the epidural, peridural, or extradural space. As 
the fluid rises in this space, it overflows through the vertebral 
foramens to produce a multiple paravertebral block, the heigh! 
of analgesia being proportional to the volume of fluid injected. 
Galley mentions different ways by which it has been demon- 
strated that there is continuity between the extradural space and 
the paravertebral spaces, and then he lists the structures that will 
be anesthetized by multiple paravertebral block instituted by 
means of caudal analgesia. He explains “differential anesthesia” 
as the discrepancy between sensory and motor paralysis and 
shows why this is more marked in extradural block than in spinal 
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analgesia. In a table he epitomizes what is known about the 
various categories of nerve fibers and how they react to spinal 
and extradural analgesia. Caudal analgesia by injections of 
single doses Of aqueous solutions block B and C fibers for 
eriods of 40 to 90 minutes according to the drug used. Analgesia 
can be prolonged indefinitely by leaving a catheter or metal 
needie in the sacral canal and giving serial doses every 45 to 
6) minutes according to the type of drug. Oily solutions of 
procaine produce blocks lasting several hours, analgesia some- 
times taking 12 to 24 hours to wear off. For a full description 
of the technique of caudal injection, the author refers to earlier 
reports, and he briefly describes clinical experiences with it in 
patients with cold feet, vasospastic disease of the legs, phlegmasia 
alba dolens, and diabetic neuropathy. Caudal analgesia supplies 
a form of multiple paravertebral block that necessitates only one 
injection. The injection of intermittent doses of aqueous analgesic 
solutions or single injections of oily solutions often break the 
cycles of pathological events associated with vasospastic disease 
of the leg or diabetic neuropathy. 


Revista Médica de Chile, Santiago 
80:449-510 (Aug.) 1952. Partial Index 


*Cortisone in Lupus Erythematosus: Clinical Course and Secondary 
Effects in 15 Cases. R. Armas Cruz, J, Harnecker and E. Parrochia. 
—p. 449. 

Clinical and Technical Considerations on Gastrectomy in Gastric Cancer. 
I. Alessandrini.—p. 472. 

Treatment of Cephalalgia. H. Serani and R. Guzman.—p. 477. 

‘agranulocytosis Caused by Pyramidon and Treated with Cortisone. 
G. Sepilveda, R. Alarcén and C. Guzm4n L.—p. 483. 


Cortisone in Disseminated Lupus Erythematosus.—In the last 
three years the authors have treated 15 patients with disseminated 
lupus erythematosus with cortisone alone. The majority of the 
patients were between the ages of 20 and 40. The disease had 
lasted for an average of two years. All the patients had acute 
articular symptoms. The disease was acute in seven cases, sub- 
acute in three cases, and chronic in five cases. Cortisone was 
given by mouth, in daily doses of 200 or 300 mg. for from 
5to 12 days, after which a maintenance dose of 25 or 100 mg. 
was given intramuscularly either daily or at intervals of two or 
three days. Two patients with the acute form of the disease died 
during treatment. Three out of six in whom the treatment was 
discontinued died within two months; the remaining three are 
still living but have had recurrences. Seven patients are still 
receiving maintenance treatment. Their disease is in satisfactory 
remission. The authors conclude that cortisone rapidly controls 
fever, arthralgia, tachycardia and the general symptoms of lupus 
erythematosus. Pleural and pericardial effusions are promptly 
reabsorbed. Relapse occurs as soon as maintenance treatment 
stops. The unpleasant effects of the drug, especially the pro- 
duction of edema and hypertension, can be prevented by ad- 
ministration of acidifying drugs, mercurial diuretics, and a 
salt-free diet. The authors, however, have observed the results 
of treatment for only two years. Consequently definite conclu- 
sions cannot be reached as yet. 


Agranulocytosis Controlled with Cortisone——A 19-year-old 
youth with frequent recurrences of rheumatic fever complicated 
by mitral insufficiency was given 2.4 mg. of aminopyrine 
(pyramidon®) daily for two days for relief of acute articular 
pain. On the second day, fever and acute symptoms of agranulo- 
cytosis appeared. The hemogram showed 1,800 leukocytes with 
no granulocytes. The myelogram showed complete arrest of 
granulocyte maturation at the promyelocyte phase. Adminis- 
tration of aminopyrine was immediately discontinued and cor- 
tisone was given intramuscularly in a dose of 150 mg. followed 
by 50 mg. every six hours. Penicillin in doses of 500,000 units 
was also given every six hours. On the second day of treatment 
the patient became seriously ill. The hemogram showed 500 
leukocytes and no granulocytes. Clinical and hematological 
(mprovement began 60 hours after the onset of treatment. It 
continued, and on the seventh day the number of leukocytes 
and granulocytes was almost normal. At this point, the daily 
dose of cortisone was diminished to 100 mg. and that of penicil- 
lin to one-half the previous dose. Treatment continued in this 
form for 21 days with complete recovery of the patient. 
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Schweizerische medizinische Wochenschrift, Basel 
82:1201-1228 (Nov. 22) 1952. Partial Index 


More Recent Attempts to Improve and Increase Scope of Surgical Treat- 
ment of Cancer. R. Nissen.—p. 1201. 

*Vaginal Smear as Routine Examination for Early Diagnosis of Carcinoma 
of Uterus. J. Clauss and H. v. Appen.—p. 1204. 

Clinical Problems of Myocardial Metabolism. R. Hegglin.—p. 1211 


Vaginal Smear in Early Diagnosis of Carcinoma of Uterus.— 
Routine examinations of vaginal smears were made in all pa- 
tients admitted to the women clinic of the general hospital in 
Wandsbek, Germany. The cytological study of 1,000 smears 
obtained from 855 women revealed cervical squamous cell car- 
cinoma in 8 women without any symptoms. Of these eight 
cancers, three were detected first with the colposcope and after 
that with the cytological technique, while the other five were 
detected only by cytological examination while colposcopic ex- 
amination had given completely negative results. The authors 
consider the combined use of colposcopy and vaginal smear 
as the safest method for the early recognition of genital car- 
cinoma in women. As a result of their positive experiences with 
the routine examination of vaginal smears, the authors postu- 
late as the most promising weapon in the campaign against geni- 
tal carcinoma the establishment of cytological laboratories to 
which practitioners will be able to forward the vaginal smears 
obtained from their patients. 


Semaine des Hopitaux de Paris 
28:3427-3468 (Nov. 18) 1952. Partial Index 


Isolated Torsions of Great Omentum. C. Menegaux, M. Courtois-Suffit 
and H. Lauras.—p. 3427. 

*Jugulocarotid Anastomosis and Its Results in Treatment of Mental Re- 
tardation. M. R. Klein, G. Tardieu and C. de la Riva.—p. 3430. 

Staggered Pleuromuscular Closure as Technique for Transforming Open 
Thoraces into Closed Thoraces. Nguyen Huu and Vu-Thi-Thoa. 
—p. 3435. 

Prevention of Postanesthesia Vomiting with Antihistamines. P. Jacque- 
noud and Y. Mercier.—p. 3443. 

End-to-end or End-to-side Gastroduodenal Anastomosis after Gastrectomy 
for Gastric or Duodenal Ulcer. H. Finsterer.—p. 3444. 


Anastomosis of Jugular Vein and Carotid Artery in Mental 
Deficiency.—The efficacy of a shunt between the common 
carotid artery and the internal jugular vein, with ligation of the 
lower end of the vein, in increasing the blood supply to the 
brain can best be judged by its therapeutic results. Two points 
must be considered in weighing improvement, especially in 
the mental condition: (1) the behavior of the child at home and 
(2) the actual increase in intelligence. Reported changes in home 
behavior are unreliable, because parents often overestimate 
improvement; however, when similar reports come from many 
parents, they acquire real value. Measurement of the intelligence 
quotient is more objective. Preoperatively it also establishes a 
reasonable basis for intervention: an intelligence quotient of less 
than 50 will not enable the child to learn to provide for his needs 
if he grows to maturity. Surgical treatment, even if only pal- 
liative, can therefore legitimately be considered for such a child. 
If the quotient is too low, the operation cannot be expected to 
produce adequate progress, and the parents should be so advised. 
One of the essential aims is to render the behavior of the chil- 
dren more acceptable in the family. This can be accomplished 
either by increasing the intelligence quotient or by bringing about 
a change in conduct. Certain features are especially desirable: 
cleanliness, ability to eat unaided, ability to execute commis- 
sions, and ability to render effective help in house or garden. 
The intelligence quotient sometimes remains unchanged and yet 
the parents express satisfaction with the results obtained, be- 
cause the child seems to make better use of his intelligence. 
Mental retardation is the chief indication for anastomosis of 
the jugular vein and carotid artery, but accompanying agitation 
and convulsive crises, though less important, should be consid- 
ered. Suppression of agitation following the intervention is 
greatly appreciated. It occurs so regularly that anastomosis, 
which has the advantage of not being mutilating, is preferred 
to lobotomy when the parents insist on suppressive treatment 
even though the intelligence quotient cannot be substantially 
improved. Relief of convulsive crises is often obtained, but is 
not so certain that it can be taken as the sole indication for the 
operation. Mortality can be kept low by not operating on chil- 
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dren who are too young (less than 1 year) and by eliminating 
all those with cardiac malformations or electrocardiographic 
irregularities. Follow-up of two and one-half years showed the 
following results in the author’s patients: agitation was lessened 
in 92.5% and crises reduced in 91%; social behavior was im- 
proved in 77%; and tests showed an increase in the intelligence 
quotient in 55.5%. Anastomosis of the jugular vein and carotid 
artery carries few operative risks, produces measurable improve- 
ment in many cases of mental retardation, and deserves a place 
in the treatment of this condition, especially when other meas- 
ures have failed. 


Transactions Royal Soc. Trop. Med. and Hyg., London 
46:575-680 (Nov.) 1952 


Disordered Gastro-Intestinal Function and Its Relationship to Tropical 
Sprue, Coeliac Disease and Idiopathic Steatorrhoea. A. C. Frazer. 
—p. 576. 

Treatment of Typhoid Fever with Chloramphenicol: Clinical Study of 330 
Cases of Enteric Fever Treated in Egypt. D. E. Marmion.—p. 619. 
Acquired Resistance to Proguanil in Plasmodium Knowlesi. J. Singh, 

A. P. Ray, P. C. Basu and C. P. Nair.—p. 639. 

Treatment of Tropical Ulcer with Terramycin Ointment. O. Ampofo and 
G. M. Findlay.—p. 650. 

Investigation of Failure of Proguanil Prophylaxis. T. Norman.—p. 653. 

Treatment of Climatic Bubo (Lymphogranuloma Venereum) in African 
Negro. R. R. Willcox.—p. 658. 

*Intravenous Iron in Management of Anaemia of Ancylostomiasis. A. J. S. 
McFadzean and C. C. Wong.—p. 674. 


Intravenous Iron Therapy in Ancylostomiasis Anemia. — A 
preparation containing saccharated iron oxide was employed 
intravenously in 25 patients with uncomplicated ancylostomiasis 
anemia and one patient known to be refractory to iron by 
mouth. All showed a prompt and rapid response to treatment. 
In 43 days on the average the hemoglobin level rose from 4.5 to 
13.6 gm. per 100 cc., an average gain of 0.2 gm. per day. There 
was rapid and complete amelioration of the general malaise, 
fatigue, palpitation, and dyspnea. Edema resolved rapidly. En- 
larged cardiac shadows became normal, and cardiac murmurs 
disappeared. Previously palpable livers became impalpable. 
Serial liver biopsies were performed in three cases, and these 
showed progressive resolution of fatty degeneration. When 
plasma albumin values were low, there was progressive return 
to normal levels. The only symptom that was not relieved by 
correction of the anemia was dyspepsia. This persisted until 
some weeks after the worms had been removed. Whereas ambu- 
latory management is adequate in uncomplicated ancylostomi- 
asis, the occurrence of severe anemia necessitates admission to 
hospital. In areas where ancylostomiasis is endemic, such cases 
constitute a considerable additional load on already over- 
crowded hospital facilities. This makes the more rapid reaction 
to the intravenous compared to the oral administration of iron 
even more important. 


Ugeskrift for Laeger, Copenhagen 
114:1585-1626 (Nov. 6) 1952. Partial Index 


Chemotherapeutic Treatment of Infections of Urinary Tract: I. Review. 
F. Kissmeyer-Nielsen, P. Linnet-Jepsen and A. Stenderup.—-p. 1585. 
*Chemotherapeutic Treatment of Infections of Urinary Tract: II. Personal 
Investigations. A, Stenderup, F. Kissmeyer-Nielsen and P. Linnet- 
Jepsen.—p. 1592. 

Problems in Treatment of Infections of Urinary Tract in Surgical Dis- 
eases of Urinary Tract: Rational Chemotherapy. H. B. Jensen.—p. 1599. 


Chemotherapeutic Treatment of Urinary Tract Infections.— 
In assigning lines of guidance for the treatment of infections 
of the urinary tract with the means available today, Stenderup 
and his co-workers consider it necessary to distinguish between 
treatment in clinical practice and under hospital conditions. 
They say that infections of the urinary tract met with in prac- 
tice are largely benign and will yield to “pyelol” (a mixture 
of calcium chloride and phenyl salicylate), mandelic acid, and 
“lucosil-mitis” (2-sulfanilamido-5-methyl-1,3,4-thiodiazil). The 
results of treatment must be determined by microscopic ex- 
amination of the urine and culturing for a longer time after 
treatment. If the infection of the urinary tract does not yield 
to these agents or if there is recurrence, the patient should be 
hospitalized for further examination for an obstruction or a 
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renal focus. Chemotherapeutic treatment is ineffective if the 
infection is secondary to a complication. Treatment with the 
newer chemotherapeutics should not be started until the patient 
has been thoroughly examined with regard to surgical compli- 
cations, and these substances should therefore be used only in 
treatment of hospitalized patients. A recurring urinary infection 
must be regarded as a symptom of complication until proved 
otherwise. With the procedure outlined the patient will not on 
admission have bacterial flora resistant to most chemothera- 
peutic agents. Rational hospital treatment in accordance with 
determination of resistance of the bacteria and as early as pos- 
sible in the disease affords the best possibility today for re- 
ducing the number of chronic cases and infections not readily 
accessible to treatment. 


Zentralblatt fiir Chirurgie, Leipzig 
77:1809-1840 (No. 43) 1952 


Critical Considerations on Peridural Anesthesia. M. Mennenga.—p. 1809, 

*Our First Experiences with Unilateral Prefrontal Lobotomy for Relief of 
Pain. W. Usbeck.—p. 1818. 

Primary Sarcoma of Small Intestine. P. Brandstiter.—p. 1822. 

Results of Treatment of Extensive Varicose Veins with Injections. 
H. Wefers and F. W. Naegelsbach.—p. 1825. 


Unilateral Prefrontal Lobotomy for Relief of Pain.—Unilateral 
prefrontal lobotomy was performed according to Freeman and 
Watts’ technique through a small burr hole in the plane of the 
coronal suture in 10 patients with intractable pain. Nine patieiits 
had intolerable chronic pain caused by metastases of malignant 
tumors and one woman had tactile anesthesia with pain resulting 
from an alcohol injection into the gasserian ganglion for tri- 
geminal neuralgia. The intervention was performed under local 
anesthesia; in the first few patients lobotomy was performed 
on the side opposite the site of the pain, while later on it was 
always done on the right side. Results showed that in general 
satisfactory success may be obtained only in patients with limited 
life expectation, i. e., mainly in patients with incurable car- 
cinoma. Within six to eight weeks after the intervention the pain 
recurred regularly and more or less intensely. It is suggested that 
interruption of the thalamofrontal radiation may be completely 
compensated for by radiation on the unsevered side. After the 
lobotomy, some of the patients had less inhibition, i. e., in con- 
trast to their previous very retiring behavior, they made fun and 
teased the attending physicians and nurses, but major mental 
cr intellectual changes were not observed. In general the inter- 
vention was well tolerated even by cachectic, debilitated patients. 


77:2207-2254 (No. 45) 1952. Partial Index 


Death Due to Arteriovenous Aneurysm of Carotid Artery. F. Mérl 


—p. 2210. 

Surgical Treatment of Chronic Obstruction Pneumonitis, E. Wachs. 
—p. 2218. 

Use of Skin in Plastic Repair of Large Abdominal Hernias, E. Hempel. 
—p. 2228. 


Surgical Treatment of Bleeding Gastric Ulcer: Rare Complication of 
Bleeding Ulcer. G. Marschner.—p. 2236. 

*Spontaneous Healing of Malignant Tumors, Particularly of Malignant 
Testicular Teratoma. H. Eck.—p. 2240. 


Spontaneous Healing of Malignant Tumors.—Eck demonstrates 
on the basis of literature reports and of his own investigations 
that spontaneous cure of malignant tumors can be regarded as 
scientifically established. His own cases concerned two men, aged 
40 and 30 years, respectively, in whom teratogenic malignant 
testicular tumors healed spontaneously. He stresses that for sar- 
comas, the possibility of spontaneous cure has been accepted 
by many investigators, but for carcinomas it has not been estab- 
lished beyond a doubt. In connection with the spontaneous heal- 
ing of sarcomas the author mentions the therapeutic role of 
erysipelas, which French authors have designated as “érysipéle 
salutaire.” In the most malignant tumor, chorionepithelioma in 
woman, spontaneous cure has been established as definitely pos- 
sible. The teratogenous testicular tumors in men histologically 
had been identified as seminomas and they belong to the same 
group as chorionepitheliomas, and so the author concludes, on 
the basis of his own two cases and of literature reports, that in 
these malignant teratogenous testicular tumors spontaneous cure 
is likewise possible. 
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BOOK REVIEWS 


Rheumatic Diseases: Diagnosis and Treatment. By Eugene F. Traut, 
M.D., F.A.C.P., Associate (Rush) Clinical Professor of Medicine, Uni- 
versity of Illinois, Chicago. Cloth. $20. Pp. 942, with 192 illustrations. 
Cc. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 1952. 


This sizeable monograph represents a complete consideration 
of those many and diverse conditions that produce disability 
through involvement of the joints, the supporting tissues of the 
body, or, to a lesser extent, the muscles. Although it is somewhat 
surprising to encounter a chapter on endocarditis and while 
some readers will prefer to think of lupus erythematosus and 
periarteritis nodosa as vascular diseases rather than rheumatic 
afflictions, nevertheless the inclusion of these disease entities 
indicates how broadly the author has considered the content of 
his subject. The first chapter covers the etiology, classification, 
and pathogenesis of diseases of the joints but certain aspects of 
these subjects are accorded more detailed discussion in the 
following chapters. In addition to a chapter on the time-honored 
topic of debate, focal infection, there are chapters on the relation 
of the nervous system to rheumatic diseases, psychological 
factors in rheumatoid arthritis, and the influence of immobiliza- 
tion on joints. Following a chapter on the pathologic changes 
characteristic of joint diseases, there are separate discussions of 
the histopathology of muscle and the pathological aspects of the 
collagen diseases. Among the five chapters that cover quite fully 
the signs and symptoms of rheumatic disorders are two of par- 
ticular interest, one on the changes that occur on the skin and 
the second on the ocular manifestations of rheumatic disease. 
The specific rheumatic states are taken up individually in more 
than 20 chapters. Included are gout, tuberculous arthritis, 
fibrositis, rheumatic fever, psychogenic rheumatism, psoriatic 
rheumatism, Reiter’s disease, lupus erythematosus, periarteritis 
nodosa, dermatomyositis, and the hemorrhagic arthropathies. 
Rheumatic afflictions are considered also in relation to specific 
anatomic areas of the body, with chapters devoted to the feet, 
the sciatic area, the back, and the shoulders. Orthopedic surgeons 
will be interested in the chapter devoted to the disorders of the 
intervertebral disks. Syndromes discussed in separate chapters 
include the shoulder-hand syndrome found in coronary artery 
disease and the clubbing of the fingers associated with pulmo- 
nary disease. After a chapter on prognosis, treatment of the 
rheumatic diseases is taken up in an orderly fashion in more 
than a dozen chapters. Discussion of general management is 
followed by separate consideration of the medicinal therapy of 
chronic nonspecific arthritis, of the endocrine aspects of rheu- 
matic diseases, of the role of diet, nutrition, and vitamins, of 
the value of physical medicine and manipulation, of occupa- 
tional and roentgen therapy, of the use of vaccines, gold, and 
heavy metals, of the prevention of deformities in joint disease, 
and of surgical treatment of arthritis. There is an extremely 
useful chapter that suggests a practical approach to the treat- 
ment of chronic joint disease of unknown origins. The final 
chapter of the book discusses the compensation features of 
rheumatism, including industrial, insurance, and military 
aspects. 


The author has planned this book carefully and has obtained 
the collaboration of experts in specialized fields in which he has 
felt this necessary or desirable. As a consequence, every chapter 
is written clearly and covers its subject thoroughly. Particularly 
impressive is the simplicity of style that characterizes the text. 
The resulting clarity of expression should appeal particularly to 
medical students and to those practitioners who do not specialize 
in this field. As might be expected in any comprehensive mono- 
graph on a subject about which so much remains unknown, 
there are some omissions and an occasional statement that may 
not reflect accurately the current popular opinion. There are also 
occasional points on which the emphasis might be criticized. For 
example, in the chapter on rheumatic fever, it is not clearly 
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indicated why the prophylactic use of penicillin or sulfonamides 
is sO very important or exactly how such therapy is administered. 
These shortcomings do not, however, detract from the over-all 
value of the book. This volume is beautifully printed and well 
bound. The type is large and makes for easy reading. The illus- 
trations are superior to those in an average medical textbook. 
Since there is almost no field of medical practice that does not 
touch upon the rheumatic disorders, this monograph can be 
heartily recommended to all physicians. 


Acute Peripheral Arterial Occlusion. By William D. Holden, M.D., 
Oliver H. Payne Professor of Surgery, Western Reserve University, School 
of Medicine, Cleveland. Publication number 141, American Lecture Series, 
monograph in American Lectures in Circulation. Edited by Irvine H. Page, 
M.D., and A. C. Corcoran, M.D. Cloth. $2.35. Pp. 66, with 2 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, 1952. 


Dr. Holden, who is professor of surgery at Western Reserve 
University School of Medicine and director of surgery at Univer- 
sity Hospital of Cleveland, is well qualified to write this concise 
and informative monograph. Since the book largely represents 
Dr. Holden’s own experiences, no attempt is made to give an 
extensive bibliography; only three references are given. There 
are no illustrations. The etiological factors of trauma, embolism, 
and thrombosis are briefly discussed. An excellent chapter is 
devoted to the physiological disturbances caused by acute arterial 
occlusion. Speed in diagnosis and treatment is essential because 
the longer an extremity is kept in a state of severe ischemia the 
higher is the incidence of deep venous thrombosis. Although 
arterial occlusion may involve any peripheral artery, the greatest 
number by far (75%) occur in the lower extremities. Subjective 
symptoms of acute arterial occlusion by embolization are often 
bizarre, but the objective signs, explained in detail in this book, 
are more clearly defined. Surgical embolectomy should be per- 
formed promptly. Dr. Holden states: “surgical embolectomy is 
an operation that should and must be undertaken by adequately 
prepared general surgeons and not be reserved for the vascular 
specialists.” This monograph should be available for reference 
in the library of any physician who, in the course of his practice, 
may have a patient in whom an acute arterial occlusion suddenly 
develops. 


Physical Diagnosis. By Harry Walker, M.D., F.A.C.P., Professor of 
Clinical Medicine, Medical College of Virginia, Richmond. Cloth. $8. Pp. 
461, with 126 illustrations. C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, 1952. 


This book presents the subject of physical diagnosis in con- 
ventional textbook fashion. The author, who is professor of 
clinical medicine at the Medical College of Virginia, has inte- 
grated into this work the contributions of six other specialists 
(a neurologist, a psychiatrist, a gynecologist, a surgeon, a phthisi- 
ologist, and a cardiologist). The book is divided into three sec- 
tions: physical diagnosis per se, diseases of the respiratory sys- 
tem, and diseases of the circulatory system. The first section 
consists of 26 chapters covering the subject of physical diag- 
nosis in terms of its techniques, the various physical signs that 
may be encountered, and the significance of these signs in the 
evaluation of the patient. Chapters on history-taking, records, 
and psychiatric examination are included. The sections on 
cardiac and pulmonary diseases are brief résumés of the major 
disorders of the heart and lungs in terms of the physical signs 
produced by diseases of these organs. 


The reader is guided through the fundamentals of physical 
diagnosis according to its four cardinal phases, inspection, palpa- 
tion, percussion, and auscultation, as they are applied to the 
anatomic subdivisions of the body. There is, of necessity, a 
certain degree of overlapping and redundance in a presentation 
of this type. This disadvantage is outweighed by the pedagogic 
value of repetition and association. The author and his colleagues 
include much material that would ordinarily be found in text- 
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books of medicine and surgery. This may increase the interest 
for the sophomore student and be of value to him when he 
enters his clinical years, but it diverts attention from the main 
subject and makes the exposition of important material mare 
diffuse and attenuated than is desirable. The exposition is clear, 
factual, and easily comprehended. There are occasional in- 
accuracies, and these relate chiefly to various aspects of the 
mechanisms of disease. The general subject of physical diag- 
nosis is adequately covered, although one wonders why, in the 
discussion of palpation of the spleen, the use of the right lateral 
decubitus position receives no mention. Most of the usual and 
important physical signs are covered, in fact the authors lean in 
the direction of discussing too many rather than too few such 
signs. There are some teachers who may not agree with Dr. 
Walker’s statement that it is wise to include, along with valuable 
physical signs, “some generally known useless ones.” The some- 
what pedestrian quality of the style is amply compensated by 
its simplicity and readability. The judicious use of headings, sub- 
headings, and indentations increases the value of this volume as 
an elementary teaching textbook. The illustrations are technically 
adequate, and a few are excellent, although the inclusion of 
fig. 13 as the typical appearance of a patient with myxedema 
is somewhat infelicitous. The format ‘and type are of high quality. 

One inevitably wonders, however, what raison-d’étre there is 
for another textbook on physical diagnosis. Presumably in sup- 
port of the indications for such a new book, the author states 
in his preface “exact diagnostic measures have helped to place 
the subject on a firmer foundation,” and he also mentions 
the value of correlation of “the physical signs discovered upon 
examination with findings shown by instruments of precision.” 
It is surprising, therefore, to find the statement, “it is important 
to remember that the diastolic pressure is the level of change 
and not the level of disappearance of the sound” (page 92). It 
was about a decade ago that J. Murray Steele demonstrated 
that the level of disappearance of the sounds was more likely 
to represent the true diastolic pressure than would their sudden 
muffling. This has been generally accepted by clinicians and 
also has achieved official recognition in “Recommendations for 
Human Blood Pressure Determinations by Sphygmomanometers” 
published by the American Heart Association in Circulation 
(4:503 [Oct.] 1951) and commented on in THE JOURNAL (147: 
666 [Oct. 13] 1951). 


Rypins' Medical Licensure Examinations: Topical Summaries and Ques- 
tions. By Walter L. Bierring, M.D., F.A.C.P., M.R.C.P. With collabora- 
tion of review panel. Seventh edition. Cloth. $8. Pp. 856. J. B. Lippincott 
Company, 227-231 S. Sixth St., Philadelphia 5; Aldine House, 10-13 Bed- 
ford St., London, W.C.2; 2083 Guy St., Montreal, 1952. 


The first four editions of this well-known review text were 
prepared by the late Dr. Harold Rypins. The present edition, 
like the fifth and the sixth, was written under the editorial super- 
vision of Dr. Walter L. Bierring who has enlisted the services 
of 11 other well-known medical educators. The first chapter, 
written by Dr. Bierring, is an interesting and informative sec- 
tion dealing with the historical and philosophical development 
of medical qualifying examinations on the local (medical school), 
state, and national levels. In this introduction, Dr. Bierring points 
out that in China candidates were examined for public office 
some 3,000 years ago, the examinations being similar to those 
in use by us today. The other 11 chapters are divided into two 
parts. Part 1 on the basic medical sciences includes anatomy, 
physiology, biochemistry, microbiology, pathology, and phar- 
macology. Part 2 on the clinical sciences includes surgery, medi- 
cine, obstetrics and gynecology, preventive medicine and public 
health, and psychiatry. A chapter prepared by one (two in the 
case of preventive medicine and public health) of the collabo- 
rators is devoted to each of these divisions. In each chapter, 
an orderly, modern, and concise discussion covering the most 
pertinent subject matter is presented, and each chapter is fol- 
lowed by a list of questions based on the information given. 
There are no bibliographies and only a limited number of figures 
and tables. The entire book is well indexed. 

While it is common practice, it is unfortunate that qualifying 
examinations and matters pertaining to them are divided into the 
basic medical sciences and the clinical sciences. This custom 
is apt to give the impression that these are separate, distinct, 
and poorly related entities, and, instead of encouraging corre- 
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lation of subject matter, such division actually tends to do the 
reverse. Hence, the candidate, having once hurdled the basic 
science requirements, is tempted to forget them and their applica. 
bility to clinical medicine. Pedagogically, this separation is an 
illogical procedure that should be corrected by the use of a 
single, all-inclusive examination. The primary purpose of this 
book is to provide a review for persons preparing to take quali- 
fying examinations, especially those given by the various state 
and national boards of medical examiners. It fulfills this aim 
satisfactorily. The book is easy to read, and, although the several 
chapters have been prepared by different authors, it is relatively 
free from overlapping and discordant variations in style. Also 
it is written so that one does not have the feeling that this js 
merely a simple textbook for cramming. This book should be 
useful as a guide to medical educators, to those concerned with 
the general field of medical licensure, and to those wishing to 
review one or more of the medical sciences. 


Physiology of the Eye. Volume Two: Vision. By Arthur Linksz, \_D., 
F.A.C.S., Assistant Clinical Professor of Ophthalmology, New York Uni- 
versity, Postgraduate School of Medicine, New York. Cloth. $19. Pp. 
869, with 248 illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16, 1952. 


This monograph presents in considerable detail the views of 
the author together with an exposition of all theories and experi- 
mental work in the field and considerable philosophical dis- 
cussion. All this the writer presents in a rather informal, personal 
manner with what he terms a humanistic approach. While his 
conclusions may not always meet universal acceptance, they are 
well reasoned and logically developed. 

The book is a much enlarged edition of a series of lectures 
first presented in Hungary and later amplified and modified for 
ophthalmologists-in-training in the Lancaster Basic Course. It 
constitutes volume 2 of a three volume series on the physiology 
of the eye, the first volume having dealt with optics and the third 
volume being scheduled for physiology. 

Part 1 deals with an analysis of sensation, part 2 with pattern 
and detail vision, part 3 with the perception of spatial relation- 
ships, and part 4 with vision and the oculorotary reflexes. These 
subjects are covered in minute detail, with due emphasis on the 
experimental work of Ames, Ogle, Polyak, Granit, Chavasse, 
and others who have contributed to the modern conception of 
the mechanism and function of vision. Considerable space is 
devoted to a refutation of the commonly accepted theories of 
color vision, and exception is taken to the generally understood 
concept of anomalous retinal correspondence. As a disciple of 
semantics, the author objects to many of the terms commonly 
used but which, correct or not, are thoroughly imbedded in the 
medical vocabulary. The book is simply and clearly written, so 
that a most complicated subject unfolds for the most part in 
understandable terms. Even so, by its nature, it becomes a work 
to be perused carefully and with an alert mind. At times the 
reader who is a novice in the field will find himself overcome by 
a confusing maze of detail. The illustrations, mostly diagram- 
matic, are adequate. While this is not a volume that may be 
widely or completely read by many clinical ophthalmologists, 
it is a reference work for any scientist with an interest in detailed 
consideration of all the factors involved in the physiology of 
vision. It represents a significant contribution to the literature 
of the field. 


Massage and Remedial Exercises in Medical and Surgical Conditions. 
By Noél M. Tidy. Ninth edition. Cloth. $6. Pp. 519, with 192 illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford Aves., Baltimore 
2; [John Wright & Sons, Ltd., 42-44, Triangle West, Bristol 8, England], 
1952. 


This book devotes 27 of its 34 chapters to a presentation of 
the etiology, symptoms, and physical treatment of trauma and 
diseases of the neuromusculoskeletal system. In addition, the 
same aspects of constitutional, heart, blood and lymph vessel, 
and respiratory organ diseases, blood dyscrasias, and abdominal 
and pelvic conditions are also discussed. The text contains such 
a mass of material that it has to be presented in almost an out- 
line form. This form does not detract from the value of the 
book since, for the student, it is a rather complete source of 
basic information, even though physical therapy is more adjunc- 
tive than specific therapy for many of the conditions discussed. 
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Mangal of Orthopaedic Surgery, American Orthopaedic Association. 
{This manual was sponsored by American Orthopaedic Association with 
cooperation of Committee on Undergraduate Teaching of American 
Academy of Orthopaedic Surgery.] Boards. $1.08 (includes mailing). Pp. 
76, with 21 illustrations. Central Office of Orthopaedic Surgery, 122 S. 
Michigan Ave., Chicago 3, 1952. 


This manual was prepared with the cooperation of many of 
the outstanding teachers of orthopedic surgery in order to 
present to students of medicine a readily available source of 
useful information applicable to clinical orthopedic problems. 
The subject matter includes derivation, definition, history and 
development of orthopedic surgery; orthopedic organizations; 
outline for history-taking and for orthopedic examination; out- 
line for examination of common orthopedic conditions; method 
for measurement of extremities; normal range of joint motions 
of the extremities and spine; muscle examination chart (National 
Foundation for Infantile Paralysis, Inc.); dermatome sensory 
levels; normal chemical standards; table of blood and urine 
changes in bone diseases; spinal fluid in disease; bone age 
determination; schema of ossification of the skeleton; growth 
increment chart of Green; cervical plexus and brachial plexus; 
lumbosacral plexus; methods of applying traction; common 
orthopedic deformities; classification of bone tumors; interpre- 
tation of bone lesions; list of reference books and journals in 
orthopedic surgery; and a glossary of orthopedic terms. This 
manual was sponsored by the American Orthopedic Association 
with the cooperation of the committee on undergraduate teach- 
ing of the American Academy of Orthopedic Surgery and made 
possible by the John R. Thompson fund. The booklet fulfills 
its primary purpose. It is compact, succinct, and easily read. It 
can be recommended without reservation. 


Gynikologische Strahlentherapie: Indikationsstellung, Methodik und 
irztliche Betreuung. Von Dr. med Richard Kurt Kepp, apl. Professor fiir 
Geburtshilfe und Frauenheilkunde an der Universitat Gottingen. Mit einem 
Geleitwort von Prof. Dr. Heinrich Martius, Direktor der Universitits- 
Frauenklinik, Géttingen. Cloth. 26 marks. Pp. 232, with illustratiogs. 
Georg Thieme, Diemershaldenstrasse 47, (14a) Stuttgart O; agents for 
U. S. A., Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 1952. 


This book is divided into two parts; the first deals with radi- 
ation therapy of benign diseases and the second covers the 
treatment of malignant diseases. The author lists many benign 
afflictions for which radiation therapy is recommended, in- 
cluding climacteric and preclimacteric uterine bleeding, meno- 
pause symptoms, climacteric arthroses, fibromyoma uteri, 
endometriosis, juvenile bleeding and other menstrual distur- 
bances, inflammatory diseases such as puerperal mastitis, pelvic 
inflammatory disease, pelvic tuberculosis, and actinomycosis, 
pruritus vulvae, mastodynia, chronic cystic mastitis, and the 
desire to produce sterilization and abortion, to stop ovarian 
function for extragenital illnesses, to stop renal function, and to 
treat the adrenal glands in cases of hirsutism. It is strange that 
there is no mention of radiation of the hypophysis and/or the 
ovaries to overcome amenorrhea and sterility as it is carried out 
by several prominent radiologists and gynecologists in the U. S. 

In the second section, radiation therapy is described for 
malignant tumors of the cervix, corpus, round ligaments, para- 
metria, vagina, vulva, urethra, ovaries, tubes, and breasts. The 
author describes and illustrates his technique of radiation 
therapy for each indication. In addition he describes several 
other methods of treatment for carcinoma of the cervix, in- 
cluding those practiced in Stockholm, Paris, Hamburg, Munich, 
Marburg, and Leipzig. Although the author has used radiation 
therapy for pruritus vulvae, he no longer does so, and this form 
of therapy has been replaced by subcutaneous alcohol injections 
in his clinic. He emphasizes that roentgen therapy will increase 
still further the shrinkage of skin that is often present in cases 
of pruritus vulvae. 

The last two chapters deal with medical treatment during and 
after radiation therapy and supportive measures during treat- 
ment such as heat, chemotherapy, and hormone treatment of 
malignant diseases of the genitalia and of the breasts. At the 
end of the book is a bibliography that occupies 29 pages. Illus- 
trations are limited because the book deals*entirely with treat- 
ment and not with diagnosis and pathology. Because of this, 
the book is of limited value to gynecologists, but it will be of 
importance to all who use roentgen therapy as well as radium. 
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Third Inter-American Congress on Brucellosis. Held under joint auspices 
of: Inter-American Committee on Brucellosis; United States Committee on 
Brucellosis of National Research Council; Pan American Sanitary Bureau; 
Regional Office, Worid Health Organization, Washington D. C., November 
6-10, 1950. Prepared for publication by editorial section, Pan American 
Sanitary Bureau, Regional Office of World Health Organization. Cloth. $5. 
Pp. 302, with 3 illustrations. National Research Council, 2101 Constitution 
Ave., N.W., Washington 25, D. C., [n.d.]. 


In this collection of 31 addresses, 10 are published in Spanish 
with summaries in English and the remainder appear in English 
with Spanish summaries. Many aspects of brucellosis are 
covered, the basic animal disease as a world problem and its 
presence in various separate countries; its frequency and epizo- 
otiology, the natural evolutions in cattle, swine and goats; 
methods for diagnosis, prophylaxis, and control; and eradication 
programs. The human disease is discussed in reports on in- 
cidence and epidemiology, diagnosis and clinical course, special 
occupational aspects, and therapy. Other papers are devoted to 
general and special features of laboratory diagnosis, experi- 
mental therapy, and applications of bacterial metabolism and 
genetics, 

Since the authors are experts in their fields, this collection 
provides a fair picture of the status of brucellosis in the Americas 
at the half century. Of special interest to North American 
physicians are the shrewdly humorous yet soundly informed 
comments on the intradermal test, its uses, abuses, and probable 
fate, by Karl Meyer; a pair of competent papers from con- 
trasting viewpoints on diagnosis and clinical course as they are 
known in Minnesota by Spink and Magoffin and in Argentina 
by Villafafe Lastra, the latter one of the outstanding clinical 
masters of the disease; and the clear evidence presented by 
Castafieda of Mexico and by Killough and Magill from Egypt 
that modern chemoantibiotic therapy, though valuable and life- 
sparing, is suppressive but not curative. 

The book contains evidence of widespread awareness of 
important deficiencies in current knowledge, and many specific 
recommendations are urged for adoption, such as those for 
standardization of diagnostic materials and methods, for the 
establishment of centers for research, and for better and more 
biological prophylaxis. The format, binding, and type are at- 
tractive, the paper is adequate, and the editing and proofreading 
were well done. There is no index, and it is regrettable that, on 
such an occasion, economic considerations were allowed to over- 
weigh the desirability of publishing discussions of the papers. 
Among the prolegomena are gracious and cordial addresses of 
welcome by Alice Evans and by Miguel Bustamante, the former 
now retired and honored by all for her fundamental work, which 
laid the basis for the modern, unifying, comprehensive grasp 
of the problems of the brucelloses. 


The Infirmities of Genius. By W. R. Bett. Cloth. $4.75. Pp. 192, with 
6 illustrations. Philosophical Library, Inc., 15 E. 40th St., New York 16, 
1952, 


This book comprises 15 essays on the lives of famous literary 
figures, mostly poets long since dead. Some of the essays have 
been published elsewhere but now afe rewritten “with their 
medical jargon discarded.” For this book, the author selected 
famous writers who had some physical or mental abnormality, 
and he poses the question whether their brilliance as writers 
was a résult of their physical or mental infirmities; for example, 
Robert Burns, who died at the age of 37, suffered for years 
from rheumatic endocarditis. John Keats died at the age of 26 
of tuberculosis. Lord Byron, who died at 36, was extremely 
sensitive about his deformed foot, Honoré de Balzac, who was 
51 when he died, suffered from hypertension, hepatitis, bron- 
chitis, and near the end was practically blind. Edgar Allen Poe, 
whose psychic life was dominated by a mother complex and 
sexual aberrations, took refuge in opium and alcohol. He was 
dismissed from West Point and, the author says, ruined his 
chances for obtaining a government position by indulging in a 
drinking bout just before an advertised lecture in Washington 
and an interview with the President in the White House. He is 
said to have died in a Washington hospital of delirium tremens. 
Lafcadio Hearn, who wrote “the most polished, beautiful, and 
lyrical prose . . . excelling almost all modern writers in point 
of style,” was the son of a Surgeon Major in the British Army 
and of a “devastatingly beautiful Greek girl.” He was blind in 
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one eye as the result of an athletic contest, a tragedy that later 
caused him to run away from school and drift to Paris, New 
York, and then Cincinnati, where he wrote feature articles for 
the Cincinnati Enquirer. “Chita” was his first novel. Hearn 
went from place to place and finally became the friend of Dr. 
George M. Gould of Philadelphia, an ophthalmologist and 
author of a widely known medical dictionary. Dr. Gould tried 
to influence Hearn to write works in which virtue triumphant 
was the central theme, but the two friends had a falling-out and 
Dr. Gould published a book entitled “Concerning Lafcadio 
Hearn.” Hearn eventually went to Japan, where he taught 
school in a small town, and later was appointed to the chair of 
English literature in the Imperial University of Tokyo. He died 
of a heart attack in 1904, following a life of suffering from an 
inferiority complex and delusions of persecution. 


Other subjects of essays in this book are Thomas Carlyle, 
Percy B. Shelley, Walt Whitman, Charles Lamb, Charles Swin- 
burne, Christopher Smart, Thomas de Quincey, Alexander 
Pope, and Charles Baudelaire. 


Medical Mycology: An Introduction to its Problems. By G. C. Ains- 
worth, B.Sc., Ph.D., F.L.S. Cloth. $2.75. Pp. 105, with illustrations. 
Pitman Publishing Corporation, 2-6 W. 45th St., New York 36; Sir Isaac 
Pitman & Sons, Ltd., Pitman House, 39-41 Parker St., Kingsway, London, 
W.C.2, 1952. 


Ainsworth has managed to produce an absorbing book that 
includes everything of importance for an introduction to the 
subject of mycology. He attempts to focus attention on and to 
stimulate interest in its many unsolved problems and succeeds 
remarkably well. An introductory chapter deals briefly with 
historical landmarks of mycology, the incidence and geographical 
distribution of mycotic diseases, the confused nomenclature, and 
the essential characteristics of pathogenic fungi and fungus dis- 
eases. Following chapters are devoted to special phases, such as 
mycoses of the skin and respiratory tract, systemic mycoses, 
serology of pathogenic fungi, fungus spores as allergens, and 
poisonous fungi. These subjects are not preserted systematically 
or didactically but rather in the light of their inherent problems, 
e. g., sensitization, serologic diagnosis, toxicology, multiple 
causation, dimorphism, and pathogenicity of yeasts. This is a 
mature book (though the author claims amateur status as a 
medical mycologist). It is adequately illustrated in black and 
white, is supplied with a full bibliography, and is interestingly 
written and well balanced. The book should have a strong appeal 
to physicians, students, and microbiologists. 


Your Child Can Be Happy in Bed: Over 200 Ways Children Can 
Entertain Themselves. By Cornelia Stratton Parker. Cloth. $2.95. Pp. 275, 
with illustrations by Heda Teitcher. Thomas Y. Crowell Company, 432 
Fourth Ave., New York 16, 1952. 


Considerable research has obviously gone into this book, and 
without making an actual count it is apparent that the subtitle 
“over 200 ways children can entertain themselves” is an under- 
statement. Many extremely ingenious suggestions, most of them 
involving relatively little expense, are provided. In a long 
chapter, “Getting Better Acquainted with His World,” there is 
outlined an extensive program that would surely keep a house- 
bound or bedfast child abreast of his classmates. Another chap- 
ter, “A Few Helpful Hints,” contains extensive lists o®sugges- 
tions to parents on sources of magazines, books, toys, and 
material with which to make things. Physicians will find this 
volume worth recommending to parents with children who must 
face extended periods of confinement. 


Lehrbuch der Nervenkrankheiten in 30 Vorlesungen. Von Dr., Dr. h. c. 
Robert Bing, ordentlicher Professor an der Universitat Basel. Ninth edi- 
tion. Cloth. 60 Swiss francs. Pp. 818, with 245 illustrations. Benno Schwabe 
& Co., Klosterberg 27, Basel 10, 1952. 


Generations of students have learned neurology from Bing’s 
books. The famed Herbert Moffitt used as canon to his students 
at the University of California, “Know Your Bing!” This text- 
book first appeared in 1913 and has been translated into half 
a dozen languages. In this edition the author lays bare the 
tremendous experience of a lifetime of office and bedside neu- 
rology, yet laboratory procedures are never neglected. Many 
observations reported here are not to be found elsewhere. 


J.A.M.A., March 14, 1953 


For the reader in the U. S. the book is particularly valuable 
because European neurological literature, not easily accessible, 
is evaluated. Bing’s knowledge of the literature is overwhelming, 
The style is clear; the presentation is highly didactic. The 
book is edited with the care that is characteristic of the author, 
It is highly profitable and pleasurable to study this book, to read 
it, to browse through it, or to use it as a reference. Two trans. 
lations of former editions have appeared in English. Translation 
of the present edition, which has been enlarged and brought up 
to the minute, would be most welcome. 


Personal and Community Health. By C. E. Turner, A.M., Ed.M., D.Sc, 
Ninth edition. Cloth. $4.25. Pp. 659, with illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1952. 


The popularity of this book, which appeared first in 1925, 
is well deserved because it is a comprehensive and sound presen- 
tation of the facts and problems relating to personal and com- 
munity health. Its author writes from a wealth of experience 
as a teacher and health educator and a world-wide student of 
health conditions. His approach to the subject is from a com- 
bination of anatomy, physiology and hygiene, with more of the 
first two components than would seem to be useful to the 
average person. Trends in health education are away from 
detailed study of structure and function, except as they bear on 
and are naturally introduced by considerations of daily living. 
To this more modern, functional approach this edition makes 
some concessions, but it is still developed along the lines of the 
preceding editions. From the standpoint of authenticity, com- 
pleteness, and clarity of presentation, this book would be difficult 
to surpass. It is profusely illustrated, and there are liberal lists 
of references for each chapter. As a basic textbook in hygiene 
and public health and as a valuable reference book in the college 
library, the community public library, or the secondary school 
faculty library it can be highly recommended. 


Living Agents of Disease. By James T. Culbertson, Executive Secretary, 
Microbiology and Immunology Study Section, National Institutes of 
Health, United States Public Health Service, Bethesda, Md., and M. Cor- 
delia Cowan, Educational Director of Postgraduate School, Woman's 
Hospital, New York. Cloth. $5.50. Pp. 624, with 71 illustrations. G. P. 
Putnam's Sons, 210 Madison Ave., New York 16, 1952. 


The need for adequate information on public health problems 
is ever increasing with the constant, rapid travel of today. This 
book should be especially useful to teachers of high school 
science, to public health workers, and to anyone desiring more 
than a superficial account of human problems caused by disease. 
The authors discuss in a very readable manner the nature and 
methods of study of living agents of disease, the diseases pro- 
duced by various organisms, and the response of the human body 
to these agents. Considerable space is given to the social im- 
plications of the spread of disease and to the work of official 
agencies in controlling these hazards. Many chapters contain 
useful charts listing the salient points discussed. The book is 
profusely illustrated with clear pictures and diagrams of both 
biological and public health interest. 


Emergency Surgery. Part ITV. By Hamilton Bailey, F.R.C.S., F.A.C.S., 
F.I.C.S., Senior Surgeon, St. Vincent’s Clinic, London. Assisted by Norman 
M. Matheson, M.B., Ch.B., M.R.C.P., Surgeon, Ashford Hospital, Middlesex. 
Sixth edition. Cloth. $25 for 5 part set. Pp. 557-750, with 312 illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford Aves., Balti- 
more 2; [John Wright & Sons, Ltd., 42-44 Triangle West, Bristol 8, 
England], 1952. 


The fourth portion of this particular edition continues to 
espouse the author’s methods of handling surgical emergencies. 
They are the concern of almost every physician in this age of 
the machines and accidents resulting from their use. This volume 
deals with emergency measures that can be taken in situations 
involving the head, neck, and thorax. Those who are familiar 
with the author’s previous works will find few changes in this 
one. The illustrations are clear, and the style is narrative and 
interesting. The author’s predilection for eponyms remains an 
annoying mystery to readers in the U. S. Aside from this minor 
criticism, the series offers a valuable reference source to physi- 
cians handling emergencies and should appeal especially to 
interns and residents. 
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Die Friihdiagnose des Uteruscarcinoms: Histologie, Kolposkopie, Cytol- 
ogie, biochemische Methoden. Von Prof. Dr. med. Hans Limburg, Ober- 
arzt an der Universitats-Frauenklinik, Hamburg. Second edition. Cloth. 
19.50 marks. Pp. 208, with 83 illustrations. Georg Thieme, Diemershalden- 
strasse 47, (14a) Stuttgart O; agents for U. S. A., Grune & Stratton, Inc., 
381 Fourth Ave., New York 16, 1952. 


This book, which is dedicated to the late famous gynecologic 
pathologist, Robert Meyer, is divided into two parts. The first 
deals with present methods of detecting uterine carcinoma, such 
as excision, curettage, the Schiller scraping, the colposcope, the 
Schiller iodine test, and histological grouping of colposcopic 
atypical epithelium; the author’s own statistics; and histological 
diagnosis and differential diagnosis. The second part takes up 
the cytological diagnosis of uterine carcinoma based on Papani- 
colaou vaginal smears, the duration of the development of 
cervical carcinoma, and biochemical methods of diagnosing 
cervical cancer. The author is associated with the Women’s 
Clinic in Hamburg, at which institution there were 3,057 cases 
of genital carcinoma from 1919 to 1949. Of this number, 2,129, 
or 69.6%, were squamous cell cancers of the cervix; 65, or 
2.1%, were adenocarcinomas of the cervix, and 421, or 14%, 
were corpus carcinomas. The author lists all the extensive reports 
concerning cancer of the uterus based on cytological studies up 
to 1949, and he shows that the percentage of definite diagnoses 
varied from 69.9 to 95.8. In his own clinic the percentage was 
94.4. Among 5,601 smears made on women who did not have 
carcinoma, the incidence of false positives was 6.2%. 

The author emphasizes that his observation as well as those 
of other investigators have substantiated the claims made by 
Robert Meyer and Walter Schiller many years ago that cancer 
can and must be diagnosed before it undergoes infiltrative 
growth. He points out that measures that have made such a 
diagnosis possible are the Warburg apparatus for the study of 
cancer metabolism, the Hinselmann colposcope, and the Papani- 
colaou vaginal smear. In the Hamburg clinic vaginal smears 
cannot be made routinely, but they are carried out in the 
following instances: (1) in all women who have macroscopically 
recognizable changes in the portio as shown by the colposcope 
and in excised tissue, (2) in all cases of unexplained vaginal 
bleeding in the presence of an unaltered portio, (3) in all women 
in whom a supravaginal hysterectomy or plastic operation is 
contemplated to avoid leaving behind a beginning neoplasm in 
the portio or cervical canal, (4) to control the follow-up of car- 
cinoma treated by operation or radiation therapy, and (5) in 
women who have cancerphobia. 

The book is well written; the data are clearly presented both 
in the text and in the tables; and the illustrations, which are 
almost all microphotographs, are clear and instructive. At the 
end of the book is an extensive bibliography. This book will 
prove very useful to persons who read German. 


Great Adventures in Medicine. Edited by Samuel Rapport and Helen 
Wright. With introduction by Detlev W. Bronk, President of Johns Hop- 
kins University, Baltimore. Cloth. $5. Pp. 874. Dial Press, 461 Fourth 
Ave., New York, 1952. 


The purpose of this book is expressed in a brief introductory 
comment by the noted Harvard historian of science, Prof. 
George Sarton. “The history of science, and in particular the 
history of medicine,” he writes, “is not simply an account of 
discoveries. Its purpose is to explain the development of the 
scientific spirit, the history of man’s reaction to the truth, the 
history of the gradual revelation of truth, the history of the 
gradual liberation of our minds from darkness and prejudice. 

. Discoveries may be important, but personalities are in- 
finitely more so.” 

This book, huge in scope, is of immeasurable value in stimu- 
lating interest in the history of medicine. It is divided into five 
major sections representing five great eras in the growth of world 
medicine, from ancient and medieval times to contemporary 
medicine, and giving the reader an idea of the historical growth 
and the slow accretion of knowledge that has resulted in the 
massive structure of modern medicine. The editors have made 
extensive use of original texts; some of the “Great Adventures” 
are factual accounts by Ambroise Paré on gunshot wounds, 
René Laennec on the invention of the stethoscope, Robert Koch 
on tuberculosis, Wilhelm Conrad Roentgen on x-ray, and 
Joseph Lister on antiseptics. Excerpts from Shakespeare, Steven- 
son, and Dickens reveal the influence of medicine on literature 
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and poetry. Medical students appear through the eyes of Oliver 
Wendell Holmes and A. Conan Doyle, and there are some fas- 
cinating fictionalized accounts, as well as some documentary 
evidence of disease as a personal experience. The book contains 
contributions from a list of famous medical names, including 
the “Big Four” of Johns Hopkins fame—Osler, Halsted, Welch, 
and Kelly. Contemporary progress in medicine occupies an 
important section, and this is made evident by the writings of 
René Dubos, Alice Hamilton, Cornelius P. Rhoads, Abraham 
Myerson, W. C. Menninger, Edward J. Stieglitz, and Alexis 
Carrel, to name a prominent few. 

This is a thrilling book about extraordinary persons and in- 
spiring triumphs and defeats. It is not only for intelligent lay- 
men, to whom it is primarily directed, but also for medical 
students and nurses and for physicians, who sometimes know 
too little about the literature of medicine that is not immedi- 
ately applicable to their daily practice. 


The Moral Theory of Behavior: A New Answer to the Enigma of Men- 
tal Hliness. By Frank R. Barta, M.D., F.A.C.P., Director, Department of 
Psychiatry and Neurology, Creighton University School of Medicine, 
Omaha. Publication number 163, American Lecture Series, monograph in 
American Lectures in Medicine. Cloth. $2. Pp. 35, with 3 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W. Toronto 2B, 1952. 


This is an involved new theory concerning human behavior 
based on the traditional principles of philosophy and psychology 
set forth by Aristotle and St. Thomas Aquinas. The theory deals 
with the author’s concepts of good and evil in thought and 
emotion and attempts a division of persons into four types based 
on the behavioral reactions, dominant, submissive, hypo-ordi- 
nate, and hyperordinate. Certain affective emotional compon- 
ents are catalogued as belonging to each. The author bases his 
reeducational therapy on the diagnostic indications of the four 
basic behavioral types. He claims to have affected complete 
recovery in several mild and some severe cases of manic-de- 
pressive psychosis, paranoia, and schizophrenia. 


Annual Review of Biochemistry. Volume 21. Edited by J. Murray Luck, 
Hubert S. Loring and Gordon Mackinney. Editorial Committee: H. J. 
Almquist and others. Cloth. $6. Pp. 781. Annual Reviews, Inc., Stanford, 
Calif.; H. K. Lewis & Company, Limited, 136 Gower St., London, W.C.1; 
Maruzen Company, Limited, 6 Tori-Nichome Nihonbashi, Tokyo, 1952. 


These annual volumes have become such established fixtures 
in the biochemical field and fulfill such an important need that 
their value is well appreciated. This volume reviews the recent 
developments in proteolytic enzymes; nonoxidative nonpro- 
teolytic enzymes; carbohydrates and carbohydrate metabo- 
lism, lipids, fat metabolism, and interrelationship of lipid and 
carbohydrate metabolism; amino acids, proteins, and their 
metabolism; chemistry of steroids, nonsteroid hormones, and 
neoplastic tissue; nucleic acids, purines, and pyrimidines; alka- 
loids; fat soluble vitamins, carotenoids, and the metabolic role of 
the more recently discovered water soluble vitamins in relation 
to one and two carbon intermediates; nutrition; chemistry of 
muscle; biochemistry of antibiotics; comparative biochemistry; 
and chromatography. All of these reviews were prepared by 
experts who, for many years, have been actively engaged in work 
in the particular field covered by the review. The quality of the 
reviews is as high as in the previous volumes. 


Antibiotics: A Survey of Their Properties and Uses. Published by 
direction of Council of Pharmaceutical Society of Great Britain. Cloth. 
25s. Pp. 290, with 24 illustrations. The Pharmaceutical Press, 17 Blooms- 
bury Sq., London, W.C.1, 1952. 


This book, prepared under the auspices of the Pharmaceutical 
Society of Great Britain, is designed primarily for general 
practitioners, veterinarians, and pharmacists in the United King- 
dom. It presents in a concise and thoughtful fashion a review 
of the introduction, manufacture, chemistry, usage, and phar- 
macy of the more commonly used antibiotics, particularly 
penicillin and streptomycin. Readers in this country should find 
a wealth of information in this little volume, despite emphasis 
on British methods of manufacture, standardization, and con- 
trol and the dearth of information concerning the newer broad- 
spectrum antibiotics, the widespread use of which has been 
hampered in Great Britain by currency restrictions. 
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TREPONEMAL IMMOBILIZATION TEST 


To THE Epitor:—A patient while in Athens, Greece, exposed 
himself sexually. One or two months later he noticed a tiny 
ulceration in his penis, which healed by itself in a few days. 
A couple of weeks later he had a 4 plus reaction to a Wasser- 
mann test. He was given 12,000,000 units of penicillin in 12 
days, and the test reaction was again 4 plus. He was given 
several injections of arsphenamine (606®) and 8,000,000 units 
of “scurolycin” (as he writes it), and the Wassermann reaction 
was 3 plus. In October of the same year, he took 6,000,000 
units of penicillin, and afterward had a 3 plus reaction. In 
January, 1952, he was given 10 injections of arsphenamine and 
still had a 3 plus reaction. In July and August, 1952, he took 
10 injections of bismuth subsalicylate and arsphenamine, and 
the reaction was 4 plus. He has always been asymptomatic. 
Now he is at my laboratory for diagnosis. He does not want 
to have a spinal fluid test, and my laboratory is not equipped 
for performing the test with Treponema pallidum. He looks 
to me as though he has never had syphilis. 


John N. Tarlopoulos, M.D., San Francisco. 


ANSWER.—The question of whether the patient described ever 
had syphilis can be answered by means of a treponemal immo- 
bilization test. If this test is positive, there is no doubt that the 
patient has been infected. The test is a highly complex biological 
procedure, facilities for which are available at present in only 
seven laboratories in the United States. If the patient has syphilis, 
no comment on desirability of further treatment is possible with- 
out examination of the spinal fluid, which the patient should be 
urged to undergo. Assuming that the spinal fluid is found to 
be entirely normal, in a reliable laboratory, as to cell count, 
quantitative protein estimation, quantitatively titered comple- 
ment fixation test, and colloidal test, the patient has been not 
only adequately treated but grossly overtreated. Under these cir- 
cumstances, both he and the physician should be advised to 
read “Seroresistance (Wassermann fastness) in Syphilis” (Moore, 
J. E.: Am. J. Syph. Gonor. & Ven. Dis. 30:125, 1946). 

The seven laboratories in the United States and one in Hawaii 
in which the treponemal immobilization test is performed, 
together with the names of the persons to whom enquiry concern- 
ing the test should be made, are as follows: 

Dr. Harold Magnuson, University of North Carolina, School 
of Public Health, Chapel Hill, N. C. 

Dr. J. E. Moore, Johns Hopkins University School of Hygiene 
and Public Health, Baltimore. 

Dr. John Kent, United States Army Medical Center, Washing- 
ton, D. C. 

Mr. G. Moore, United States Naval Medical School, Bethesda, 
Md. 

Dr. Arthur Curtis, University of Michigan Medical School, 
Ann Arbor, Mich. 

Dr. Justina Hill, Columbia University College of Physicians 
and Surgeons, New York. 

Dr. Ruth A. Boak, University of California at Los Angeles 
School of Medicine, Los Angeles. 

Dr. C. H. McCandless (M. C.), United States Navy, Schofield 
Barracks, Pearl Harbor, T. H. 

In all of these laboratories the test is under experimental study 
of one or another sort, and none is prepared to accept specimens 
on a commercial scale. In most cases, however, individual ar- 
rangements for performance of the treponemal immobilization 
test on selected patients for whom adequate clinical data are 
submitted may be made by correspondence with one of the 
physicians named. 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer’s 
game and address, but these will be omitted on request. 


J.A.M.A., March 14, 1953 


QUERIES AND MINOR NOTES 


EMBOLISM 
To THE Eprror:—What is the percentage of embolism in cases 
of Buerger’s disease? M.D., New York. 


ANSWER.—The correspondent does not indicate whether he 
means peripheral arterial embolism or pulmonary embolism, 
About 10% of all patients with thromboangiitis obliterans have 
episodes of sudden arterial occlusion in the extremities that are 
the result of sudden arterial thrombosis and that could be mis. 
taken for arterial embolism. While pulmonary embolism is rare 
in thromboangiitis obliterans, the exact incidence is unknown, 
The rarity of pulmonary embolism is due to the fact that the 
characteristic thrombophlebitis associated with thromboangiitis 
obliterans affects the small superficial veins. The clot is firmly 
fixed by the inflammation of the wall of the vein. Deep venous 
thrombosis, which is the major source of pulmonary embolism 
from the extremities, occurs only rarely in thromboangiitis 
obliterans. It is presumed that the correspondent’s patient has a 
chronic, occlusive arterial disease and has had pulmonary 
embolism. The patient might have thromboangiitis obliterans, 
but he also might have a disease known as thrombophilia, 
characterized by an increased number of platelets, increased 
fibrinogen, increased tolerance to heparin, and other changes 
Finally the patient might have a condition known as simple 
thrombosis of the arteries and veins, a situation in which ab- 
normalities of the blood cannot be determined. Pulmonary 
artery thrombosis may occur in either thrombophilia or simple 
arterial thrombosis. In neither thrombophilia nor simple arterial 
thrombosis can significant inflammatory and degenerative 
changes be found in the walls of the arteries. Differentiation 
between thromboangiitis obliterans, thrombophilia, and simple 
arterial thrombosis is frequently difficult and may require biopsy 
of an occluded peripheral artery. Care should be taken to per- 
form such a biopsy only in appropriate instances. 


GILLES DE LA TOURETTE’S DISEASE 

To THE Eprtor:—I have read about a rare disease that affects 
young males who are children of dominant fathers and that 
is characterized by mental regression and bellicosity and 
speech behavior distinguished by the repetition of obscene 
words and that finally lapses into complete dysarthria. My 
neurologist and psychiatrist friends have never heard of such 
a condition, and I have not been able to find anything about 
it in the literature. 1s there such a disease? 


Edgar End, M.D., Wauwatosa, Wis. 


ANSWER.—This disease is known as the maladie des tics or, 
more frequently, by the name of Gilles de la Tourette, the 
French neurologist who, in 1885, wrote the first full description 
of the syndrome. Beard reported part of the symptomatology in 
a paper, “Experiments with the ‘Jumpers’ or ‘Jumping French- 
men’ of Maine,” read before the American Neurological Society 
in 1880. Beard’s report was published in Popular Science Monthly 
in 1881. A similar form of explosive muscular jerkings, called 
latah, was described in natives of Malaya at about the same time 
by O’Brien. In Siberia, Hammond found further examples of 
the disease, which, in Russian, was called myriachit (miryachit), 
a word meaning “playing the fool.” 

The use of obscene words or expressions, spoken in an ex- 
plosive manner (coprolalia) and frequently repeated (echolalia), 
was not recognized, in the early literature, as a primary symptom, 
but now coprolalia is considered as pathognomonic of the 
syndrome. The utterings involve profanities in the true sense of 
the word, but such expressions as “shut up” or its equivalent 
are frequently heard. The words seem to represent unacceptable, 
hostile expressions against an authoritative figure. The patient 
may attempt to suppress the coprolalia by directing the words 
“shut up” to himself, not to the authority. Associated with th:s 
striking verbalization may be found imitative gestures (echo- 
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kinesis) and stereotyped movements of face, neck, and upper 
and lower extremities. Insight is retained, and intelligence. re- 
mains unimpaired; however, patients find it difficult to con- 
centrate, are easily distracted, and tend to withdraw from social 
intercourse. For years, systematic exercise by trained persons, 
warm baths, and sedation were the only forms of treatment used. 
Occasionally beneficial results were noted. More recently psycho- 
therapy has been used. There are no reports on the effect of 
prolonged therapy in the form of psychoanalysis, but modified 
forms have been tried and the psychodynamics of the disease 
explored. 

Five patients were observed at the Henry Phipps Psychiatric 
Clinic in Baltimore (Ascher, E.: Psychodynamic Considerations 
in Gilles de la Tourette’s Disease [maladie des tics], with a 
Report of Five Cases and Discussion of the Literature, Am. J. 
Psychiat. 105:267-276, 1948), and it was found that in all in- 
stances one of the parents assumed a domineering role in his 
relationship with the patient. In four it was the father, in one 
the mother. Muscle tics preceded vocal tics in three of the five 
patients. The motor movements were often mild, such as facial 
twitchings or blinking of the eyes. Psychometric tests revealed 
average intelligence. Signs of organic brain disease were absent. 
Symptomatic treatment usually results in only slight improve- 
ment. Psychotherapy, if begun early, seems to offer more hope, 
but the disease is so rare that few reports are available to aid in 
evaluating any form of therapy. Ascher could show a good 
result in only one case. The regressive aspects of the disease 
have been investigated by Julius Heuscher (Schweiz. Arch. 
Neurol. u. Psychiat. 66:123-158, 1950). 





UNTREATED SYPHILIS 
To THE Eprror:—What proportion of untreated persons with 
positive blood Wassermann test reaction are likely ever to 
have tertiary syphilis? 
D’Arcy Prendergast, M.D., Toronto, Canada. 


ANSWER.—It must be emphasized that a positive serologic 
test for syphilis, in which the standard techniques are used with 
beef heart lipid antigens, does not make the diagnosis of syphilis. 
A single unverified positive report may well be due to technical 
error. In addition to this, biological false positive serologic tests 
are common, and, as pointed out in THE JOURNAL, Oct. 4, 1952, 
page 467, the incidence of such biological false positive tests is 
probably about 30 to 40% of all positive reactors routinely 
discovered in certain population groups. This is certainly true of 
white persons of upper socioeconomic levels in the northern, 
northeastern, and northwestern states. Persons with false positive 
serologic tests, whether these are technical or biological in nature, 
are not in danger of having late syphilis, although other serious 
diseases may be present or may develop in many of the biological 
false positive reactors. In positive reactors who do have syphilis 
and who are untreated, the risk of eventual development of one 
or another form of late syphilis depends on several factors, 
among the most important of which are race and sex. The best 
estimate that can be given is based on the remarkable study of 
the natural course of untreated syphilitic infection in a group 
of patients in Norway. In this population group, entirely white 
and including no Negroes, about 30 to 40% of patients with 
untreated syphilis may be expected eventually to have some form 
of late syphilis. In about one-half of these, the lesion may be 
serious, involving the nervous system or the cardiovascular 
apparatus. In another half, the lesion may be of the benign late 
gummatous variety, which does not particularly endanger life. 


DIATHERMY 
To THE Eprror:—What is the effect of short-wave diathermy on 
human tissues if used for a long time? I have reference to its 
use for 15 minutes daily for five years, applied by use of 
a cable drum to the elbow region. In this unusual instance, 
no damage is evident on external examination, 
Thomas W. Simpson, M.D., Winston Salem, N. C. 


ANSWER.—Provided excessive intensities of short-wave dia- 
thermy were not used, it is doubtful that repeated exposures in 
the manner described would have any harmful effect on essen- 
tially normal tissues. The effect of diathermy is the production 
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of heat. Heating of tissues in the presence of normal blood 
supply results in vasodilatation and increased blood flow. As- 
suming that no metals were present within the heated extremity, 
that there were no other contraindications for use of medical 
diathermy, and that excessive intensities were not applied, ex- 
posure to diathermy should not be injurious. 


FEAR OF FUTURE TABES DORSALIS 


To THE Epitor:—A patient acquired syphilis more than 20 years 
ago. He underwent medical treatment exactly two days after 
he first noticed the primary effect. He has had numerous 
courses of antisyphilitic treatment with neoarsphenamine (neo- 
salvarsan®) and bismuth and, in recent years, with penicillin 
and bismuth. His blood serum never became positive; the 
spinal fluid, frequently examined, was always negative. The 
colloidal gold test result was negative, and the quantitative 
protein and qualitative globulin tests were also negative. The 
reflexes are all normal. The patient once had an unspecific, 
itching, papular eruption of pruriginous character on both 
legs. An Argyll Robertson pupil developed seven years ago in 
the right eye more than in the left. This intelligent business- 
man is afraid of future development of tabes dorsalis or de- 
mentia paralytica. He has his blood serum and spinal fluid 
checked every year; both have always been negative. In the 
meantime he received several courses of penicillin, 6,000,000 
units each, the last in 1951. Is tabes dorsalis or paralysis 
still to be feared? Is the pupil reaction a syphilitic syndrome 
showing definite cerebrospinal involvement? 


Paul C. Rost, M.D., Los Angeles. 


ANSWER.—The history as supplied does not justify a diagnosis 
of syphilis at any time. It would be most unusual for a patient 
with seronegative primary syphilis, whose spinal fluid has been 
demonstrated normal repeatedly and who has had the enormous 
and excessive amount of treatment that this patient has appar- 
ently had, to have any evidence of invasion or involvement of 
the nervous system. It seems more likely that, instead of the 
Argyll Robertson phenomenon, the patient may have an Adie 
(tonic) pupil. Differentiation of these two can usually be deter- 
mined by a competent ophthalmologist by appropriate pharma+ 
cological tests. If, by remarkable chance, the patient has had 
syphilis and if he actually has an Argyll Robertson pupil, he 
does not require any further treatment in the face of many 
repeatedly normal spinal fluid examinations, in the absence of 
any other evidence of neurological damage. He may be re- 
assured as to the development of future tabes dorsalis or de- 
mentia paralytica, which will certainly not occur. 


ROUTINE WASSERMANN TESTS 

To THE Epitor:—We have had considerable discussion among 
members of the hospital staff on the value of the routine 
Wassermann test, which has been a hospital requirement. A 
number of the physicians feel that because of the low incidence 
of syphilis in Minnesota this test should no longer be required 
routinely but should be ordered only at the physician’s dis- 
cretion. I would appreciate your opinion. 

D. R. Gillespie, M.D., St. Paul. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—This problem is one of importance in public 
health procedure. The question has arisen whether routine sero- 
logic tests for syphilis should be continued not only in hospitals 
but also by compulsory regulation or law, as in premarital or 
prenatal blood testing or in preemployment examinations. The 
great decrease in the incidence of fresh infections of syphilis 
throughout the country has reduced the value of mass blood 
testing for the detection of persons with infectious syphilis, and 
the yield in this respect is so small as hardly to justify the ex- 
pense, except perhaps in the southern states that have a large 
Negro population. On the other hand, a great deal of epidemi- 
ological evidence has been gathered during the past 10 years in- 
dicating that about half the persons freshly infected with syphilis 
do not voluntarily seek medical aid at the time infectious lesions 
are present. Such persons are brought to early medical atten- 
tion, if at all, only by means of epidemiological (contact) in- 
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vestigation or by the procedure of mass blood testing. Until the 
incidence of fresh infections with syphilis in the population as 
a whole drops to a much lower level than the present one, this 
one fact seems to justify continuation of routine serologic test- 
ing in hospitals and perhaps in other population groups. The 
time to relax effort to control an infectious disease is not with 
the winning of the first skirmish but only with the winning of 
the war as a whole. 

A second consideration that justifies a continuation of routine 
blood testing, especially in hospitals, is the enormous back-log 
of patients with late syphilis, whether or not previously recog- 
nized and treated. At a minimum estimate, there are perhaps 
10 to 12 million living American adults who have at one time 
or another been infected with syphilis, many of whom have 
not yet been brought under medical care because of failure to 
recognize them. Identification of a previously untreated patient 
with late syphilis and the administration of appropriate treat- 
ment may, and often does, prevent serious, perhaps fatal, illness 
to the patient himself and economic disaster to his family. 

Caution in the interpretation of routine positive serologic tests 
is necessary, however, especially in the northeastern, mid- 
northern, and northwestern states, where the incidence of 
syphilis, as measured either by fresh infections or positive sero- 
logic tests in mass blood testing surveys, is low. Special caution 
is necessary in these areas in regard to white residents of .the 
upper socioeconomic level, a population group in which the 
incidence of syphilis is known to be especially low. Evidence has 
recently been furnished (Moore, J. E., and Mohr, C. F.: J. A. 
M. A. 150:467 [Oct. 4] 1952. Nelson, R. A., Jr.: Am. J. Syph., 
to be published) that indicates that routinely discovered posi- 
tive results in standard serologic tests in a white population 
group and in patients who give no history of infection with 
syphilis or physical evidence of the disease do not represent 
syphilis in about 40% of the positive reactors. Such persons are 
biologic false-positive reactors. Furthermore, the phenomenon 
of biologic false positivity, especially of the “chronic” variety, 
is not a benign phenomenon, but may and often does represent 
a manifestation of serious underlying disease, sometimes in the 
group of collagen diseases. The identification of biologic false- 
positive reactors and the subsequent study of such patients to 
identify the cause of the phenomenon may, therefore, be an 
added advantage of routine blood testing. 

The final question as to whether a negative blood serologic 
test discovered during the first trimester of pregnancy should 
be verified by repeated serologic examination later in the course 
of pregnancy or at the time the patient is admitted in labor de- 
pends largely on the population group involved and on the 
possibility that the patient may have been infected during preg- 
nancy and after the original negative test was done. 


ANSWER.—Regarding the value of routine serologic testing 
of patients admitted to hospitals in an area of low syphilis in- 
cidence, the following factors are adduced: 1. Syphilis control 
rests predominantly on case finding and treatment, since there 
is no immunizing agent for the disease. The value of routine 

blood testing must be measured against the economic loss that 
would have occurred in its absence as well as in terms of cases 
found by its use. As in smallpox control, in which the unit costs 
of immunization are astronomical if stated in terms of the 42 
cases reported in the United States in 1950, but small in terms 
of cases thus prevented through medical and lay awareness of 
the hazards involved, so in syphilis control the main objective 
has been and is to prevent new cases from occurring. This goal 
can be attained only by the continuous application of available 
control measures. 2. Ignoring the savings that may accrue from 
the prevention of new cases of syphilis and aside from the human 
values invoived, one must consider the economic costs of syphilis 
and the savings that may be gained by the prevention of late 
sequelae among already infected persons. In 1951, there were 
an estimated 36,000 persons in mental institutions with psychoses 
due to syphilis, at a cost of about $34,560,000 per year in in- 
stitutional maintenance care. Estimates also indicate that for 
every 100 cases of syphilis discovered and effectively treated, 
12 cases of disabling late syphilis are prevented. Had these 12 
persons been disabled from syphilis, their expected loss in earn- 
ings and the cost of their maintenance would have exceeded 
$450,000 for the entire period of their disability. 3. Intensive 
mass blood testing is most fruitful among high prevalence groups 
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and areas in the population. On the other hand, syphilis does 
exist in all socioeconomic groups and in all geographic regions, 
It is important, therefore, that there be some case finding method 
to screen persons in all groups and areas, to find hidden syphilis 
and to maintain the medical and public awareness of the safe. 
guards needed to protect the population against this disease. 
Such occasions as marriage, pregnancy, hospitalization, employ- 
ment, and entrance to military duty are especially apt, since each 
is associated with a need for physical fitness. Current estimates 
that more than 2,000,000 persons in the United States require 
treatment for syphilis add emphasis to the value of the blood test- 
ing required by good medical practice on these occasions. 


RADIOACTIVE IODINE ADMINISTERED 
DURING PREGNANCY 


To THE Epitor:—What are the effects on a fetus when the 
mother is subjected to radioactive iodine uptake studies? 


Arthur R. Fischer, M.D., Chicago. 


This inquiry was referred to two consultants, whose respective 
replies follow.—EbD. 


ANSWER.—The generalized radiation effect on the fetus of a 
tracer dose of radioactive iodine administered to the mother 
probably would be inconsequential. The chief concern is in 
regard to fetal thyroid damage. Evidence exists that appreciable 
amounts of radioactivity are demonstrable in the fetal thyroid 
after 12 weeks of gestation (Chapman, E. M.; Corner, G. W., 
Jr.; Robinson, D., and Evans, R. D.: J. Clin. Endocrinol. 8:717, 
1948). The selective affinity of the thyroid evidently increases 
with the age of the fetus. The functional effect of such radiation 
on the fetal thyroid is not clearly defined, and, therefore, ad- 
ministration of tracer or therapeutic doses of radioactive iodine 
to the mother would seem inadvisable unless important over- 
riding considerations are operative. Chapman and co-workers 
state, however, that one woman treated in the second month and 
another in the sixth month of pregnancy were delivered of chil- 
dren who were apparently healthy at 14 and 18 months of age, 
respectively, and who showed no signs of myxedema. It is 
recognized that rapidly growing tissues are especially sensitive 
to radiation. In general, administration of radioactive substances 
during pregnancy should be undertaken only if important in- 
dications exist. 


ANSWER.—Radioactive iodine should not be administered to 
any woman during pregnancy. In women who have had thera- 
peutic abortions for various indications the passage of radioactive 
iodine to the fetal thyroid has been demonstrated as early as 12 
weeks. The actively growing thyroid gland in the fetus is espe- 
cially susceptible to serious damage by even small amounts of 
irradiation. 


OFFENSIVE BOWEL MOVEMENTS 


To THE Epitor:—What can be done for offensive bowel move- 
ments? A patient usually in normal health is on a normal diet, 
and has that as a sole complaint. He says that when he has 
a bowel movement the entire bathroom is pervaded by the 
odor. Has this anything to do with putrefactive bacteria in 
the colon? Are the basic food products, fats, proteins, or 
carbohydrates improperly broken down? 

Philip K. Kaufman, M.D., Long Island City, N. Y. 


ANSWER.—Offensive bowel movements, in the absence of 
organic disease of the gastrointestinal tract, are dependent for 
the most part, on the bacterial flora. The organisms are anaerobic 
and almost always are members of the Clostridium group. 
Therapeutically, the condition may be handled in one of three 
ways: 1. The patient should take a full glass (8 oz. [250 cc.]) of 
acidophilus milk three times a day, between meals. One table- 
spoonful of lactose (milk sugar) may be added to this milk. This 
changes the proteolytic flora to an aciduric flora and inhibits the 
anaerobic flora. 2. Methylrosaniline chloride (gentian violet) 
enteric-coated tablets, either 3/20 or % grain (0.009 or 0.03 gm.), 
three times daily at meals or between meals may be given. 
Methylrosaniline chloride also inhibits these anaerobes. 3. Occa- 
sionally, the members of these groups are sensitive to penicillin, 
which may be given orally or hypodermically, daily. The latter 
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method is not advised as a routine measure, because it often 
produces sensitivity and associated side-reactions. The intake of 
protein may be limited temporarily but should never be reduced 
to less than 1 gm. per kilogram of body weight. The protein of 
egg, milk, cheese, and cereal are preferred. 


pPARKINSONISM 

To THE Epitor:—A 64-year-old woman has had parkinsonism 
since 1941, which gradually became more pronounced until 
four years ago, when the symptoms (mask-like facies, shuffling 
gait, dragging of one foot and difficulty in maintaining balance 
leading to a tendency to trot when undertaking to walk, and 
tremors, with ataxia involving the arms) became Stationary. 
The patient maintains a schedule of outdoor activity despite 
great difficulty in locomotion. The neurological disturbance 
is thought to date from a possible encephalitis shortly after 
an influenza outbreak in 1918. This patient is the mother of 
three children. During the past 20 years she has had a thyroid 
deficiency and has required up to as much as 10 grains (0.65 
gm.) of thyroid a day, with an average in recent years of 3 to 
4 grains (0.19 to 0.26 gm.) a day. She is 5 ft. 6 in. (167.6 cm.) 
tall and weighs 110 Ib. (49.9 kg.). Otherwise, except for gastric 
hypoacidity requiring substitution of hydrochloric acid reg- 
ularly with food, she has been in sound physical health. Treat- 
ment for the paralysis agitans has consisted of administration 
of artane® (a-cyclohexyl-a-phenyl-1-piperidinepropanol hydro- 
chloride) in increasing dosage up to the present dose of 20 mg. 
daily, and large doses of vitamin concentrates, including vita- 
min B complex, vitamin K, and vitamin E. Mephenesin has 
been administered in some form at various times without ap- 
parent benefit. Is there any new therapy for this condition? 
Does vitamin By in large doses, which appears to be con- 
sidered applicable to many neurological disturbances, or any 
of the adrenal cortical hormones have any application in 
Parkinson's disease? L. M. Lide, M.D., Florence, S.C. 


ANSWER.—As yet, efforts to relieve the patient with parkin- 
sonism leaves much to be desired. Of many remedies that have 
been tried for the relief of rigidity or tremor, most patients pre- 
fer artane.® Its administration is generally free from unpleasant 
side-effects. Usually patients can take 2 mg. of artane® three times 
daily; a few may require more than this and a larger number 
less. The addition of diphenhydramine (benadryl ®), 25 mg. three 
times daily, may result in still further relief. A good nutritional 
state should be maintained, and a capsule of mixed vitamins 
should be given daily. Larger amounts of vitamins add nothing 
of benefit. The administration of cortisone or corticotropin 
(ACTH) is not helpful. The patient should be encouraged to be 
reasonably active. 


SICKLE CELL ANEMIA 

To THE Eprror:—A Negro patient, aged 24, has sickle cell 
anemia. Her hemoglobin level falls to 30 or 35%, and the 
red blood cell count falls to 1,800,000 or 2,000,000 about 
every four months. She requires from 12 to 15 transfusions a 
year. She receives preparations containing folic acid, vitamin 
B,», and liver by injections two or three times a week and iron 
preparations by mouth, but this treatment does not sustain her. 
Her spleen does not appear by palpation to be enlarged. 
What other treatment or procedures are recommended? 


John R. Chapman, M.D., East Tallassee, Ala. 


ANSWER.—There is no satisfactory treatment for patients with 
sickle cell anemia. In general, their anemia stabilizes at a level 
above 1,500,000 cells, and their physiological adjustment to 
hemoglobin concentrations of 5 gm. or more per 100 cc. is good 
enough to permit ordinary activity with comfort. Under these 
circumstances, it is best not to give regular transfusions, because 
of the transfusion hemosiderosis produced. If, however, the red 
blood cell count and hemoglobin level decrease to values too low 
to permit comfortable existence, then there is no alternative to the 
use of transfusions. The survival of transfused normal cells in 
patients with sickle cell anemia is normal (i. e., about 120 days). 
Folic acid, vitamin By, liver extract, and iron are of no value 
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in the treatment of sickle cell anemia, unless there is a coexistent 
deficiency of iron or of folic acid or vitamin Bis. The former 
can be recognized by hypochromia of the red corpuscles, the 
latter by a megaloblastic change in the marrow before treat- 
ment. In the absence of these abnormalities, the above thera- 
peutic agents should not be given, because of the added expense 
and discomfort. Splenectomy is of no value, except under those 
extremely rare circumstances when an acquired hemolytic 
anemia is superimposed on the sickle cell anemia; a Coomb’s test 
would then be positive. Furthermore, by the time a patient with 
sickle cell anemia has reached adult life, his spleen usually has 
atrophied. 


REACTION FOLLOWING HOT BATHS 


To THE Epiror:—A white married man, aged 60, has a physical 
allergy to heat of progressing intensity. He has excellent emo- 
tional stability and is in good physical condition, including 
blood chemistry, except for hypertension (170/110). He gets 
a skin eruption following the ingestion of phenolphthalein or 
sulfadiazine. A reaction occurs following a bath if the water 
is over 90 F (32.2 C). He had always been able to take hot 
baths until three years ago. This reaction always occurs in 
the same manner the second day following the bath, starting 
with an acutely swollen sensitive uvula and acute coryza, 
which may invade the sinuses, generalized chills, and fever 
with body aches like those of a severe grippe. The patient may 
have to go to bed for two to three days, and the whole attack 
may last 7 to 10 days, with the symptoms suddenly disappear- 
ing. The temperature of the bath must be checked most care- 
fully, as an increase of 1 or 2 degrees may precipitate an 
attack. The use of antihistaminics before, during, or after the 
bath has been of no help whatever. Your suggestions will be 
greatly appreciated. 


William T. Gill Jr., M.D., Washington, D. C. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Epb. 


ANSWER.—This patient’s history does not correspond to the 
condition usually described as “physical allergy,” in which the 
manifestations are due primarily to histamine, which is released 
by a moderate physical stimulus. The effect in physical allergy 
is immediate and can be readily accounted for by the symptoms 
of local or general histamine intoxication. For the same reason 
it is relievable by antihistamines. The symptoms and course of 
events in the case described suggest an infection by harbored 
micro-organisms resulting from vasodilatation or lowered re- 
sistance from the warm bath. Such an effect from warm water 
is, of course, unusual, but there is nothing here to suggest an 
allergy. It would be interesting and perhaps enlightening to 
observe the effect of an antibiotic administered for two or three 
days prior to the exposure to warm water. 


ANSWER.—Physical allergy is not common. Few persons are 
sensitive to cold, and an even smaller number react to heat. In 
the typical cold-sensitive person an urticarial wheal will develop 
within 10 minutes at the spot at which an ice cube is held on the 
skin. If such a person falls into cold water, a shock-like reaction 
comes on at once and may be serious. On recovery, generalized 
urticaria may appear in a few minutes. Less is known about 
the heat cases. In the case cited, the “reaction” does not develop 
until 24 hours or longer after the exposure. That long a delay 
almost excludes a cause and effect relationship. Antihistaminic 
drugs do not relieve the condition, which argues against the 
possibility of allergy. On the other hand, the history of skin 
eruptions after ingestion of phenolphthalein or sulfadiazine 
would indicate a possible allergy. Swelling of the throat, coryza, 
and then chills and fever for two days, with malaise for a week, 
is the description of a cold or “grippe,” i. e., of a virus infection 
of some sort. Other possible causes of febrile attacks are focal 
infections in the teeth, sinuses, gall bladder, or prostate, even 
tuberculosis or brucella infection. The best treatment for heat 
allergy would be to give baths at least once each day, the tem- 
perature of the water to be below the reaction level. The ex- 
posures would increase the patient’s tolerance and would over- 
come the fear of bathing. 
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ADOPTING A BABY 
To THE Epitor:—/ wish now that 1 had written you when I had 


agencies in Los Angeles and three in San Francisco. Persons 
wishing to adopt a child should inquire at a social agency 








the first impulse to do so after reading Queries and Minor 
Notes in THE JourRNAL, Dec. 6, 1952, concerning the adoption 
of babies. Now, since I have read the letters in the Jan. 24, 
1953, issue I am provoked to writing. 

May I point out that none of the objections to the advice 
that “one of the best and usually quickest ways to secure a 
baby for adoption is to consult local obstetricians or hospitals” 
is really a refutation of the good advice. The point is that the 
physician is the one most suited to get the wanted baby and 
the wanting couple together, especially when he knows both 
parties. This function of the physician has been time honored, 


of public welfare. The Children’s Home Society has branch 
offices in eight localities. There are four private adoption 








in their community for the one nearest to them. 
Donald G. Tollefson, M.D. 
The Moore-White Clinic 
511 S. Bonnie Brae St. 
Los Angeles 5. 


EXCESSIVE PERSPIRATION OF FEET 


To THE Epitor:—The question of excessive perspiration of the 


feet with scalding is brought up in Queries and Minor Notes 
in THE JouRNAL, Dec. 20, 1952, page 1645. Hyperhidrosis with 
scalding is usually the particular form of hyperhidrosis de. 


700 N. Michigan Ave. 
Chicago 


. . . —_ 
and @ serious threat to outlaw this p ge as Be pg least — scribed as symmetric lividity of the soles by Pernet (Brit. J. Volu 
it, as the letters are doing, has been carried on by agencies. : 

: 4 : : . Dermat. 37:123, 1925) and subsequently reviewed by other 
These agencies seek a monopoly in the baby adoption busi- : ; hy — 

‘ae < p authors. The hyperhidrosis is usually extreme and is accom- 

ness, and it is this desire to control all phases of the matter 2 ; 3 - x ORI 
' panied by a sharp, penetrating odor. The weight bearing areas 
that has led to the vast amount of propaganda in the form of ; 
: pate ape ; of the soles are the most frequently involved, although the CLIN 
articles and editorials in the lay and professional press to the vas : 
oo e : scalding often extends up to the sides of the heels. The con. 
effect that physicians should get out of the adoption business. cpa ; : Set 
es : dition was often seen in North Africa among the British and ELEC 
Who best knows the suitability of a couple to receive a ; , Pit Sade ingi an 
, ts ‘ American troops and is far from a curiosity in civilian practice, 
baby? The family physician. Who best can take care of the TI : ats cag EXCE 
ai cael wie 1e lack of unanimity of opinion as to the cause and treatment 
legal matters pertaining to the adoption? The lawyer. Who > nei ; é Pat te ‘ 
; ; of the condition is well illustrated in the discussion of a patient 
best can protect the prospective parents and the adopted : ; : 
199 ; “—~ satin presented before the Los Angeles Dermatological Society OXY 
child? The judge. Where does the agency fit in? Their original ; ’ AC 
. : : April 7, 1951. In my hands, the best results of treatment have 
function and only function now should be to assist the judge to ‘ 2 : 
: ‘ been obtained by applying full strength formaldehyde solution 
see that the legal interests of all concerned is protected. What : , 
i : E : ; carefully to the involved areas only, every third or fourth 
about the ability of the agencies to “match children with 2 : ; Sige ® cL 
? ah Pg night, until the hyperhidrosis is controlled. In addition, an 
prospective parents”? This is a farce. Whenever one accepts : 4 : 
re . peg " astringent powder is recommended, as is the frequent changing GAN 
the raising of a child, be it his own or someone else’s, there , 
; ’ ’ : é of foot gear and the wearing of leather rather than rubber or 
is a calculated risk of blights and blemishes as well as superior <A as FORE 

‘ : - pe : composition soled shoes. The condition may recur but re- 
traits on either side of the “tree,” and no one can possibly a 

a : R ; ’ sponds to retreatment. So far, 1 have seen no adverse reactions LOBI 
anticipate the hereditary product in any given child. Can a to this form of treatment NI 
“board” with a series of questionnaires filled in by a case ’ Lawrence M. Nelson, M.D. 
worker match parents and child so much better than a physi- 30 W. Arrelaga St ° ACU 
cian who knows the prospective parents and the child’s back- Santa Barbara, Calif. SII 
ground personally? 

The medical profession should fight back and have repealed MILK AND HEADACHES CHR 
the laws that in some states have made it illegal for a physician To THE Eprror:-—Jn regard to the query about milk and head- BR 
to place a baby. These laws have never functioned, because aches in THE JourNAL, Dec. 13, 1952, page 1549, I might add SUBC 
public opinion has been against them. A jury simply will not that many years ago it was shown in Germany that if more than , 
convict a physician who is performing an honest and time- a liter of milk is taken in a day some of it is likely to go un- SENS 
honored role as family counselor and advisor. A record of changed into the blood, where in rare cases it will sensitize the 
unjustifiable delay, of arbitrary action in denying deserving person. I have seen cases in which tuberculosis developed in a SPI 
couples a child, and of disregard of the wishes of the attend- person who had always drunk milk with comfort and who, 
ing physician who might recommend a placement is common- thinking that if one quart of milk a day was helpful three Cou 
place with the present adoption agencies. I : speak from quarts might be curative, took the three quarts and soon be- NEW 
experience as a father who has adopted two children and as came too sensitized to milk to be able to drink it at all. NEW 
a physician who has heard the sad tales of childless couples. Years ago Hinshaw and 1 questioned 500 consecutive 

Elgin P. Kintner, M.D. patients seen at the Mayo Clinic and found 26% who knew Cou 
Box 401 that they were sensitive to cow’s milk, ice cream, or milk AN 
Maryville, Tenn. products. That small amounts of unchanged protein can get 

into the blood was suggested to me years ago by an able physi- 

To ear nn Epiror:—In THE Journal, Dec. - 1952, page 1443, cian who had to have many transfusions of blood. Because ED! 
under Queries and Minor Notes, M.D., Il inois, inquires about he was one of the country’s experts in clinical pathology the . 
adopting a child in California. As an earn oe a board typing was done with the greatest care, but every so often he Tyoh 
member of an adoption agency, 1 — at obstetricians should would get a violent reaction. Then because he knew he was Cree 
have no role in adoptions other than providing medical care sensitive allergically to beef protein, he made an investigation 

‘fo the mother, Our state law prohibits the placement of chil- and found that, if the donor had recently eaten a meal con- ORt 
dren in adoptive homes by intermediaries such as physicians sisting partly of beef, he, the physician, had an unpleasant The 
and attorneys, and I believe this is true in many other states. reaction. When he insisted that all donors be fasting in the Com 

To make an adoption child-centered, as it should be, and to morning he had no more trouble. 
choose the best home for each child require both skiil and Probably any allergist could tell of many cases in which a — 
time and should be left in the hands of those who, by train- person’s sensitization to some food dated from a day when he 
ing and experience, can best serve the needs of the child, his took too much of that particular food. I remember a man who 
parents, and his prospective adoptive parents. It may take was so very sensitive to dates that he had to be careful never 
time to secure a baby from a licensed adoption agency, but to bite into a candy; he always first broke it in two and looked 
the many risks involved in obtaining a child from other sources at the inside. If he ever bit into a date he would go into shock. Thi 
are thus avoided. Far more is known about the background His sensitization started one day when after a fraternity party deli 
of children placed by adoption agencies than can possibly be he ate a pound or two of dates that had been left over. en 

° . ° ° ° —< 

known by the average obstetrician. The children being cared Apparently much of the date protein went into his blood and 195: 
for by agencies prior to placement are assured good medical sensitized him. I would never think of giving a child three Sur 
care by pediatricians. quarts of milk a day; I would be afraid of sensitizing him. oth 
California has adoption agencies in 13 county departments Walter C. Alvarez, M.D. sigt 





